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In presenting a report on spinal anesthesia, as 
used in the abdominal service of the Williamsport 
Hospital, by my assistant and myself, I desire to 
state that it embodies the result of our first experi- 
ences with this method in major surgery. 

After careful consideration of the subject, and 
equally careful investigation and study of the meth- 
od of rhachistovainization, I decided that it was 
worthy of a thorough trial before accepting or con- 
demning; therefore, November 23, 1911, we gave 
our first injections, performing upon one patient, a 
cholecystectomy, and upon another a vaginal hys- 
terectomy ; two days later, November 25th, we per- 
formed three more operations, one an abdominal 
hysterectomy, the second, a vaginal hysterectomy, 
and the third, perineorrhaphy, suspension of the 
“uterus, and appendicectomy. 

Our results were so pleasing that we continued 
using spinal anesthesia, at first upon the most seri- 
ous and difficult cases, for the reason that we de- 
sired to thoroughly test its merits; this is well 
shown by the fact that in our first eleven cases, 
there were seven hysterectomies, in one of which, 
the ninth case, cholecystotomy was also done. 

During the year, from November 23, 1911, to 
November 23, 1912, we administered spinal anesthe- 
sia to 234 patients, upon whom we performed 338 
operations, this not including operations performed 
outside of the hospital. 

I shall here relate briefly the number and class of 
operations in order to indicate the severe test put 
upon the anesthetic, for remember, we were in- 
vestigating the drug. 

There were—Abdominal Hysterectomies, 31; Ap- 
pendicectomies, 83; Cholecystotomy, 9; Ovarian 
Operations, 21; Dilatation and Currettment, 31; 
Suspension of Uterus, 26; Salpingectomy, 8; Am- 
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putation of Cervix, 6; Lipectomy, 1; Trachelor- 
rhaphy, 5; Retroperitoneal Abscess, 1. Laparotomy 
for Intestinal Adhesions, Lane’s Kink, etc.; 10. 
Vaginal Hysterectomies, 22. Cholecystectomy, 4. 
Nephrotomy, 1. Perineorrhaphy, 20. Herniotomy, 
11. Watkins Op. for Utero prolapse, 5. Salpingo- 
oophorectomy, 15. Arthrotomy of Knee Joint, 2. 
Colporrhaphy, 2. Rectal Fistula, 1. Excision of 
Hemorrhoids, 3. Excision of Cervix by Cautery, 
1. Dilatation of Urethral Stricture, 1. Ruptured 
Ectopic Gestation, 2. Exploratory Incision, 1. Am- 
putation of Upper Third of Thigh, 1. Varicocele, 1. 
Stab Wound of Abdomen and Stomach, 1. Reliev- 
ing Incarcerated Uterus, 1. Inguinal Cholostomy, 
Intestional Obstruction, 1. Suprapubic Cystotomy, 
1. Removal of Testes, 3. Vaginal Incision of 
Salpingitis, 1. Acute Diffuse Peritonitis, Typhoid 
Perforation, 1. Radical Cure of Hydrocele, 1. 
Cesarian Section, 1. Splenectomy, 1. Gastro- 
enterostomy for Ulcer, 1. 

These operations were done under difficulties. 
A serious handicap was placed upon the service by 
the seeming combined efforts of some physicians, 
the public press, and the laity, filling our patients’ 
minds with various vague fears, but especially, with 
fear of stovaine ; thereby putting upon us the burden 
of attempting to give or trying to submit to spinal 
anesthesia, patients whose minds were in a distinctly 
unfavorable and unsettled condition, owing to the 
foolish and useless fear by people with no experi- 
ence, and little knowledge upon the subject. 

Our patients were frightened to begin with; 
those naturally nervous and fearful of operations, 


‘were especially so, and those who were not in a 


condition to take ether were usually the ones who 
had been most prejudiced. One patient had been 
sent to the hospital with implicit instructions not to 
submit to spinal anesthesia, yet this patient was suf- 
fering with an acute diffuse peritonitis, with valvu- 
lar heart disease and chronic nephritis. Her mental 
condition was pitiful when our anesthetizer in- 
formed her that she could not take ether. 

Our best examples of the influence of stovaine 
spinal anesthesia were exhibited by those patients 
who were either too young to understand, or had 
never before heard of it. These patients invari- 
ably had good anesthesia and were not aware that. 
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they were undergoing an operation; and it was 
amusing to watch their perplexity when informed 
that an operation had been done and they were 
ready to return to bed, feeling little or no difference, 
for their experience. 

The youngest patient was 9 years, and the oldest 
85, and these were both splendid cases for neither 
exhibited any fear, as neither was told that an 
operation was to be done. 

As might be inferred, therefore, the mental con- 
dition of the patient is largely responsible for an 
apparently incomplete anesthesia, as many nervous 
patients, who complain loudly of pain during the 
operation, smilingly confessed when back in the 
security of their bed, that it was only fear, and we 
usually can accurately determine the degree of 
anesthesia and, therefore, know as well as the 
patient, whether the complaint is real or not. 

-In the 234 patients, the anesthesia was complete 
in 219; and in 15 cases it was necessary to give 
either’a’ second dose or a lii-le ether. 

Of the 15 cases, ether was used in 8, because 
the stovaine did not give complete anesthesia for 
the purpose for which it was given. It could have 
been made complete by a second injection, but as 
our clinic is large, and we are always hurried, I 
preferred a few minutes of ether rather than dis- 
turb my prepared field of operation. In the other 
7. cases, the operations for which the spinal anesthe- 
sia was given had been- completed, and it was 
afterwards determined that more work should be 
done above the area of anesthesia, hence a little 
ether was necessary. 

There is no objection whatever to giving ether 
with stovaine. Some patients go to sleep without 
it; in others, who are highly hysterical, the ether 
cone and a whiff of ether remove their mind from 
the thought of operation, thereby giving them a few 
minutes to regain their composure, and therefore 
does good. 

In the apparently incomplete cases, we find other 
reasons as our experience grows; it is so easy to 
elevate the foot of the table a little too high, thus 
limiting the anesthesia to too small an area; the 
smell of burning flesh from the cautery is so sug- 
gestive; the manipulations necessary to the removal 
~ of the gall-bladder, fastened with adhesions in close 
proximity to the diaphragm, and the rough handling 
of a fixed uterus, in a vaginal hysterectomy, are apt 
to give the patients sensations, some nausea, which 
causes them to be fearful of pain. 

We also sometimes. underestimate the amount 
necessary to produce a given effect, for as with 


ether some patients require more than others. Prob- 
ably more important than all other factors is a 
knowledge of the proper method of administration. 

There were 34 patients who suffered from nausea 
and vomiting. This most always occurs within a 
few minutes after the administration, or if it occurs 
later, is due to traction upon the mesentery, is 
quickly relieved, and causes the patients little or 
no inconvenience; and we have lately found it is 
diminished greatly by a light breakfast taken shortly 
before the operation; there is no objection to the 
patient taking some fluids during the operation, and 
they are much benefited by allowing them to move 
their arms about in order to secure greater comfort, 
but conversation, as a rule, is harmful. 

A brief mention of a few complicating conditions, 
in which stovaine showed to the best effect, might 
be in order, and I will mention nine cases which, in 
my judgment, somewhat show the value of the 
method. 

(1) Acute suppurative appendicitis in a patient 
with a fatty heart and a weak and irregular pulse. 

(2) A vaginal hysterectomy in a patient with 
chronic parenchymatous nephritis, with a pro- 
nounced myocarditis. 

(3) A double salpingo-oophorectomy and appen- 
dicectomy in a patient with parenchymatous ne- 
phritis and myocarditis. 

(4) An acute gangrenous appendicitis in a pa- 
tient with an exophthalmic goiter and myocarditis. 

(5) A perineorrhaphy, salpingectomy, and appen- 
dicectomy in a patient with chronic nephritis. 

(6) An acute appendicitis in a young girl with 
valvular heart disease. 

(7) An acute diffuse peritonitis and ruptured 
pyro-salpinx in a girl with valvular heart disease. 


(8) A nian in profound shock from strangulated 


hernia with gangrene of three feet of small intes- 


tine, and all its mesentery; resection of gut and 


mesentery, and anastomosis of the intestine. 


(9) A man in profound shock from a strangu- 
lated hernia, with 6 inches of small gut, requiring 
resection. These patients all recovered. 

One patient died before leaving the operating 
room. We had completed an operation for Cesarian 
section, in something less than thirty minutes, and 
the patient was in good shape and was talking to 
us after I had completed the operation and started 
for the dressing room, and though she was given 
every attention, her heart suddenly went bad and 
we were unable to resuscitate her. This patient 
had been in labor for several days, was thoroughly 
infected, and the fetus was decomposed. We do not 
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believe this fatality was due to stovaine, for her 
death had been expected for some hours before 
admission to the hospital ; however, I desire to make 
frank mention of the case, this being the only case 
that died within 24 hours after the completion of 
the operation. There were only three deaths in this 
series of cases, viz., in those of the Cesarian section, 
the splenectomy (death three days later), and a 
thigh amputation for septicemia (death two weeks 
later). 

Thus as briefly as possible I have given the results 
of our work in spinal anesthesia, and from our 
brief, yet thorough investigation, I am quite positive 
in my assertion, that to me, at least, spinal anesthe- 
sia is a big asset to the surgeon. I can see no 
reason for the prejudice there seems to be against 
it. It certainly is safer than ether, providing, of 
course, it be used as we desire ether to be used, by 
one familiar with it. 

It produces a relaxation far greater than ether, 
and, for example, the anus dilates widely. The de- 
scent of the diaphragm is much lessened, and once 
pushed aside, it remains out of the field of opera- 
tion, thereby causing less shock from lessened 
handling of the viscera. Blood pressure falls, mak- 
ing hemostasis much easier. Relaxation of the 
abdominal incision lessens the use of retractors and 
therefore diminishes traumatism and increases the 
ease of manipulation through the opening. 

So much assistance do I find from these sources, 
that I have been able to reduce, in a large percen- 
tage of cases, my abdominal hysterectomies to 30 
minutes and vaginal hysterectomies to an average 
time still less; in fact, one vaginal hysterectomy re- 
quired to completion of the dressing 15 minutes, 
this for a bleeding fibroid in a patient where haste 
was a prime requisite. 

During the past year I have been unable to use 
thachistovainization as frequently as I wished, be- 
cause of the objections of the friends which, I must 
confess, I quite fail to understand, for if a surgeon 
elects to operate upon a patient, it is to be presumed 
that he knows her condition and has estimated her 
resisting power to a greater degree than has her 
friends. He takes the risks and responsibility ; why 
should not his judgment, as to the entire detail of 
the operation, be taken? 

I have the greatest respect for ether, and never 
advise chloroform. I am perfectly willing that all 
patients, applying for operation, shall express their 
wishes, and it is my greatest desire to assist them 
in every way possible through a most trying ordeal ; 
but if the operation will be safer, and more quickly 
made by the use of spinal anesthesia, my experience 
teaches me that it is my duty to advise it. 


PRELIMINARY REPORT ON CYSTOSCOPIC 
OPERATIVE TREATMENT OF EARLY 
INTRAVESICAL PROSTATIC INTRU- 
SIONS AND OTHER OBSTRUCTIVE 
CONDITIONS IN THE REGION OF 
THE VESICAL SPHINCTER. 


JosepH Francis McCartuy, M.D., 


Adjunct Professor of Genito-Urinary Surgery, New 
York Post-Graduate Hospital; Assistant Attending 
Genito-Urinary Surgeon, Bellevue Hospital. 


New York. 


The wide discrepancy between cause and effect, 
with relation to hypertrophic distorsions of the pros- 
tate, together with the surprisingly satisfactory 
outcome of cystoscopic treatment in a few cases, 
constitutes the raison d’etre of this presentation. 

A very brief résumé of the following cases may 
serve to emphasize my conclusions as to a wider and 
an earlier field of application to this all-important 
subject. 


Case I. Age, 39; history of lues, two years’ dura- 
tion; two intramuscular salvarsan injections, one 
intravenous and about fifty intramuscular injections 
of mercury salicylate. Progress: Uneventful until 
nine months before my first examination, at which 
time patient noticed a gradual increase in mictional 
frequency. This condition finally reached the stage 
where the patient was practically incapacitated for 
work. 

At the time of his first visit, his mictional pause 
day and night, rarely exceeded one half to three- 
quarters of an hour, urgency being very marked. In 
fact, he was at times incontinent. A tentative diag- 
nosis of precocious spinal lues was made, but exami- 
nation in this direction proved negative. 

Cystoscopic and deep urethroscopic examination 
was conducted by means of a straight sheath, espe- 
cially constructed for me, which sheath carries the 
telescope of the so-called “near vision cystoscope,” 
24 French. This instrument, as will be more fully 
explained in a later publication, I employ to the ut- 
most satisfaction in exploration of the trigone and 
deep urethra, to the exclusion of all other instru- 
ments. 

The bladder showed a well defined reticulation, 
but was otherwise negative. The internal sphincter, 
however, as is schematically depicted in figure one, 
revealed an egg-shaped intrusion into the sphincteric 
ring. This mass was hard and slightly movable, 
and evidenced no change, save for slight bleeding 
at the points of entrance, from the introduction of 
a rather long “fulguration” wire, bared of its in- 
sulation. 

My suggestion on these findings was that an epi- 
cystotomy be done and the mass enucleated. The 
surgeon referring the case, Dr. Philip Grausmann, 
declined to do this until simpler means had been 
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exhausted and I thereupon decided to ascertain the 
effect on this mass of the Oudin spark. 

Residual urine at this time was nine ounces and 
the rectal examination revealed no prostatic enlarge- 
ment. Sounds had been passed a number of times 
during the progress of this condition prior to his 
examination at my hands, but without avail. Noth- 
ing further was done at this sitting. At a subse- 
quent examination, a week later, the residual again 
was nine ounces, the patient’s condition remaining 
unimproved. 

At this sitting, a very vigorous application of the 
Oudin spark was made, and repeated at a following 
sitting a week later. At the time of the second treat- 
ment, the patient had observed a very marked im- 

rovement in all his symptoms, which was confirmed 

y the presence of but one-half ounce residual urine, 
and the appearance of the mass which, instead of 
being firm and egg-shaped in character, now pre- 
sented a frayed and tattered aspect. 


Fig. 1. 


Two weeks subsequently, patient again appeared 
for treatment, showing complete absence of all his 
former symptoms, a diurnal mictional pause averag- 
ing four or five hours, and he could sleep the night 
through without the necessity of evacuating his 
bladder. 

In view of the almost complete disappearance of 
the mass as shown by cystoscopic examination, 
sparking at the time was deemed unnecessary. 
Three weeks later a similar examination revealed 
a normal sphincteric outline. 

The patient was shown at the genito-urinary sec- 
tion of the N. Y. Academy of Medicine in January, 
and so far as I am aware, it was the first case of 
its kind officially presented, showing definite results 

‘of ‘the spark treament. The patient remains sym- 
tom free after six months, and as a consequence, 
his general health has undergone a marked trans- 
formation for the better. 

The mictional pause remains as above stated, 
with no residual whatever. 


POSSIBLE CRITICISMS. 

First—Effect of anti-luetic treatment is negatived 
because the condition became progressively worse 
under intensive and skillfully directed anti-luetic 
medication. 

Second—There were no clinical manifestations of 
nerve impairment ascertaintable. 

Third—Possible beneficial effect of cystoscopic 
dilatation negatived, because sounds previously ad- 
ministered on numerous occasions proved unavail- 
ing and first cystoscopic examination affected in no 
way the amount of residual urine. 

Fourth—Possibility of cyst neutralized by the 
dense nature of mass as previously described. The 
mass was at first considered as neoplastic in char- 
acter, but more mature consideration of the case 
would seem to incline one to the belief that it was a 
localized prostatic intrusion. This view has been 
corroborated by an able confrére. 

Case II. Age 48; referred by Dr. Henry Herman 


Fig. 2. 


for pronounced hematuria. Residual urine three 
ounces; rectal prostatic palpation negative. Cys- 
toscopy showed large sub-sessile cauliflower growth, 
studded with numerous small calculi; growth. situ- 
ated in the region of the right ureteral orifice, ob- 
scuring the latter. In addition to the above, patient 
presented, as shown in figure two, a well éefined 
median intrusion of the prostate. Four vigorous ap- 
plications of the Oudin spark caused the complete 
disappearance of the growth and the hematuria oc- 
casioned by it. 

Frequency, at this time, every two hours during 
the day, and three or four times at night. Residual 
urine constantly remaining three ounces plus. This 
patient also had sounds administered without ap- 
preciable benefit. Careful inquiry at this time with 
relation to a possible prostatic history revealed the 
following: For some time past, there had-been an in- 
creased frequency of miction, a hesitancy at the on- 
set of the mictional act, a noticeably feeble stream 
with diminished projectile force, as well as marked 
terminal dribbling. 
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Treatment of the prostatic outgrowth was not un- 
dertaken until some time after the complete disap- 
pearance of the papilloma and then but two treat- 
ments were administered, consisting of intense ap- 
plications of the Oudin spark, linear impressions 
being marked out from one side to the other at 
short intervals. Two weeks after the first applica- 
tion, residual urine was an ounce and a half, the 
patient volunteering the information that there had 
been a very noticeable improvement in his symp- 
toms. A few days later examination revealed one- 
half ounce residual. A third examination showed an 
even smaller amount, and three weeks subsequent to 
the second and final treatment, less than one dram 
of residual urine remained after the evacuation of 
the patient’s bladder. At this time, the patient stated 
that his old symtoms had completely disappeared 
and he was positive of his ability at all times to 
thoroughly evacuate the bladder. 

POSSIBLE CRITICISMS. 

First—Effect of dilatation negatived because 
sounds had previously been passed by his physician, 
without effect and frequent cystoscopic sittings occa- 
sioned no change in the amount of residual urine, 
which remained constantly three-ounces plus. 


Fig. 3. 


Second—Effect of growth on the residual. The 
answer to that is, that the residual remained con- 
stant long after the complete removal of the growth 
and the strikingly significant simultaneous disap- 
pearance of his symptoms, together with the com- 
plete absence of residual. 

Third—That no such chain of symptoms may be 
produced by any but an obstructive condition in the 
region of the vesical neck. This case is a very 
recent one and no claim is made here or in the 
preceding case as to permanency, although I feel 
that this result will prove of a permanent character. 
The consideration of primary importance, however, 
is the fact that this procedure can be done. 

The final cystoscopic examination in this case re- 
vealed a well-defined furrow centrally situated on 
the floor of the vesical neck where before spark 
treatment had been instituted, a marked elevation 
existed, as shown in figure 2. 


Plate 3 is shown simply to illustrate one of the 
numerous phases of sphincteric and posterior ure- 
thral distorsions resulting from localized prostatie 
extrusions. 

The preceding chapters patently emphasize the 
very great importance of early diagnosis, years ear- 
lier than is at present the rule, diagnosis made be- 
fore profound structural secondary changes have 
taken place. When one considers that the average 
wide-awake general practitioner now regards the 
estimation of the blood pressure of his patient as 
an integral part of his routine physical examination, 
does it not seem plausible that a properly conducted 
campaign of education on the part of urologists 
would sufficiently stimulate the interest of medical 
men by directing their attention to the importance 
of routine inquiry into the condition of the genito- 
urinary tract, particularly of patients over fifty? 

I would minimize the importance of rectal exam- 
ination and emphasize the necessity of estimating 
at a number of sittings the amount of urine remain- 
ing after the patient empties his bladder as thor- 
oughly as possible. I would also point out the 
imperative necessity of early cystoscopic and poste- 
rior endoscopic examinations of patients showing 
any appreciable amount of residual urine, and symp- 
tomatically giving evidences of the likelihood of 
prostatic disturbances. As it is at this time particu- 
larly, that these patients will, in all likelihood, prove 
amenable to suitable cystoscopic operative treatment. 

If heed therefore be accorded the message con- 
veyed in this communication, it may not seem un- 
reasonable to anticipate an earlier and a more effec- 
tive means of combating this sinister obstacle to 
many a “ripe old age.” 


THE SuccEssFUL UsE oF CHROMIC CATGUT. 


1. Select a strand with a resistance adapted to 
with stand the absorptive activity of the tissue in 
which it is to be used. 

2. Use the smallest strand that will serve the 
purpose. 

3. Use many fine sutures rather than fewer 
coarse ones. 

4. If unusual tensile strength is needed use two 
strands of fine chromic catgut rather than a single 
coarse one of greater strength. 

5. In tying the knot draw it evenly, and not 
quickly or with a jerk. 

6. To meet great strain, as of the abdominal 
muscles, support the tissue by firm external band- 
aging and do not depend on the sutures themselves. 
—Index-Abstract of Surgical Technique. 
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RETROPERITONEAL URETERO-CYSTOS- 
TOMY FOR URETERO-VAGINAL 
FISTULA. A CASE REPORT. 

By M. F. Gotpsercer, M.D., 

Assistant Attending Surgeon, People’s Hospital ; 
Assistant Gynecologist, St. Marks Hospital, 


New York. 


A uretero-vaginal fistula as a result of faulty 
obstetrics is a comparative rarity at the present day. 
We know that fistulae of any kind following con- 
finement are usually the result of persistent pres- 
sure of the presenting part against the surrounding 
maternal tissues. This subsequently produces a 
necrosis of these tissues, leaving a communication 
or fistula between the vagina and any hollow viscus 
that may be in relation with it. With our knowl- 
edge of this tissue necrosis, the presenting part is 
not left to make persistent pressure on the maternal 
soft parts, but is delivered by the indicated obstet- 
rical procedure. In referring to this it must not 
be forgotten that a fistula may be produced by di- 
rect cutting with the obstetrical forceps. This is 
possible if a faulty application is made. If one 
blade (left) is applied within the cervix to the fetal 
head, while the second blade (right) is applied out- 
side of the cervix, this would cause the outside 
blade to cut through the cervix and lower uterine 
segment as soon as any force was brought to bear 
on the forceps. The ureters are in close relation to 
the cervix, and forceps applied in the faulty man- 
ner outlined above, might easily injure and cut the 
ureter lying under the blade applied outside the 
cervix. 

While I did not attend the delivery of the pa- 
tient, I believe this was the method of production 
of the uretero-vaginal fistula in the case which 
came under my observation and treatment: 

Mrs. S., age 23, white, married, primipara, went 
into labor on February 11, 1911, at 9 p. m.,, at- 
tended by a midwife. She was permitted to remain 
in labor without any apparent progress, until Feb- 
ruary 13, 2:30 p. m., when a local physician was 
called in and delivered the child by forceps. On 
February 17th the patient was taken to one of the 
city hospitals with the child, because of the illness 
of the infant. Five days after the delivery (Feb- 
ruary 18th) the patient noticed that the vaginal 
discharge became very watery in quality, but paid 
no particular attention to it. Shortly thereafter 
the child died and the patient was discharged from 
the hospital. Having been told to return for a 
curettement if the vaginal discharge did not cease, 
_ she did so during the first week of March, 1911, 
and was curetted. Following the curettage she was 
told that she probably had a small opening com- 


municating with her bladder from which this water 
came, and that it would close as it was even too 
small to be seen. She was again discharged from 
the hospital after 12 days, but still dripped urine 
through her vagina. 

On May 10, 1911, this patient was referred to 
me and entered St. Mark’s Hospital, and upon the 
following day under anesthesia, I attempted to find 
the fistulous tract. The posterior portion of the 
vagina and cervix were one mass of scar tissue, 
the cervix was lacerated, the uterus small and im- 
movable. The bladder was filled with a methylene 
blue solution but none was seen leaking into the 
vagina, while urine was constantly present. After 
exploring the vagina thoroughly, a small opening 
which admitted a probe for several inches was seen 
just to the right of the cervix, imbedded in scar 
tissue. This was evidently the only opening 
through which the urine could come. I therefore 
decided to close this, hoping thus to stop the leak. 
In this I was unsuccessful; the patient passed just 
as much urine per vaginam after operation as 
previously. She left the hospital nine days later 
without any improvement in her condition and 
during the following days spent a very miserable 
existence. The constant presence of urine, which 
partially decomposed, and a deposition of urinary 


Dotted line shows new path of ureter. 


salts over the wound in the vagina, caused her 
severe burning pain. The urinous odor about her 
person, from a large pad she was forced to wear, 
and the excoriations around her labia and thighs 
rendered social and sexual intercourse impossible. 

On June 29, 1911, the patient again entered St. 
Mark’s Hospital and was cystoscoped the follow- 
ing day by Dr. Kingman B. Page. 

Cystoscopic Report. Left ureter normal in ap- 
pearance, urinary efflux noted, patent to ureter 
catheter. Right ureter normal in appearance, small, 
no urinary efflux, stricture one and a half inches 
above orifice, as ureter catheter could not be passed 
above this distance. Phenolsulphonephthalein was 
injected hypodermatically and was shown by red 
coloration of urine coming from left ureter, six 
minutes after injection—nothing could be seen 
coming from right ureter. 

This report determined what had been suspected 
ever since the first operation, that we were dealing 
with a uretero-vaginal fistula. 

Operation. An incision was made about one inch 
above and parallel to Poupart’s ligament, and the 
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muscles were separated in the direction of their 
fibers down to the peritoneum. The peritoneum 
was then retracted from the lateral pelvic wall in 
order to get behind it and continue the operation 
retroperitoneally. The ureter was found at the 
pelvic brim where it crosses the common iliac 
artery, and was dissected out of its bed in a down- 
ward direction until dense scar tissue was encoun- 
tered, which rendered further dissection unfeasable. 
Not being able to reach the site of the ureteral 
fistula I determined that the best course would be 
to “short circuit” the urinary canal; that is to trans- 
plant the ureter above the fistulous opening into an 
independent portion of the bladder, leaving that 
portion of the ureter with the fistula, out of the 
urinary course. Accordingly, a ligature was passed 
around the ureter 2nd tied as low down as possi- 
ble (but above the fistulous portion), the ureter was 


Fig. 2. ‘ 
Method of applying sutures to draw ureter into bladder. 


cut through above the ligature and the lower por- 
tion of the ureter containing the fistula was allowed 
to drop out of the field entirely. I now had the 
upper portion of the ureter which led directly from 
the kidney, free in the wound with a temporary 
clamp on it. A sound was now passed through the 
urethra into the bladder and with it the fundus 
of the bladder was pushed well up into the wound. 
The bladder wall was seized with two artery forceps 
and a small opening was made into it. The ureter 
end was then split so as to avoid subsequent con- 
traction and stricture of the ureteral opening, and 
was passed into this new opening of the bladder 
and fixed in this position by a loop suture on either 
side, which when tied held the ureter well within 
the bladder. The bladder opening was then closed 
around the ureter and the ureter finally fixed to 
the bladder with several interrupted sutures. No. 
1 iodine catgut was used throughout for these 
sutures. A cigarette drain was placed in the wound, 
down to this new union between ureter and bladder, 
as a precaution in case of urinary leak from this 


anastomosis. The peritoneum was allowed to fall 
back to its natural position and this covered the 
ureter, bladder and all underlying structures. The 
rest of the wound was closed in the usual manner. 

The patient was catheterized every 4 hours for 
two days, then every 6 hours for two days longer 
and after this was permitted to void at will. This 
catheterization was done to prevent the bladder 
from filling up and by its distension causing any 
tension on the sutures. No urine ever appeared 
through the cigarette drain which was entirely re- 
moved on the fifth day. The patient made an 
uneventful recovery, giving no symptoms of a 
hydronephrosis or of anything which would cause 
us to doubt the patency of the uretero-cystostomy. 
She left the hospital 9 days after operation with- 


out any urinary leak and passing urine only ° 


through the natural passages. 


Bladder 


Showing ureter drawn into new opening made in fundus of 
bladder and sutured into place. 


Cystoscopic Report February 22, 1912. This ex- 
amination was made in order to determine the 
anatomic and physiologic result of the foregoing 
operation. 

Left ureter, orifice moderate size, slightly con- 
gested, urinary efflux normal. : 

Right ureter, former ureteral orifice small, par- 
ticipates in a general congestion of the base of the 
bladder. Artificial ureteral orifice, position high 
upon right lateral wall of the bladder, patulous, 
somewhat buried in a furrow, zone of redness and 
congestion about the size of a quarter of a dollar 
surrounding it, urinary flow discernible. This flow 
is passive, not an efflux and not accompanied by 
any ureteral contractions. 

124 East 91st Street. 


After suturing a muscle or a tendon, do not 
forget to place the part in such a position as will 
entirely relax the muscle—Bernays’ Golden 


Rules of Surgery. 
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CYSTOSCOPIC FINDINGS IN A CASE OF 
PURPURA HEMORRHAGICA. 
FERDINAND C. WatsH, M.D., 

San Antonio, Texas. 


Purpura hemorrhagica is of sufficiently rare occur- 
rence to warrant reporting the following case, par- 
ticularly as the cutaneous symptoms on which a posi- 
tive diagnosis is usually based did not become mani- 
fest until late in the course of the disease. 

January 24, 1913, in consultation with Dr. Thos. 
Dorbandt, | first saw the patient, Miss A. J., school 
teacher, aged 23 years. She was the second of five 
children, the rest of whom are living and in good 
health. Previous history, except for the diseases of 
childhood, negative. 

During November, 1912, an intermittent hema- 
turia developed, the urine for several days at a time 
showing the presence of blood. Accompanying the 
hematuria there was a mild grade of cystistis which 
diappeared as the urine became free from blood. 
After the hematuria had been present off and on 
for several weeks, during which time the patient 
rapidly lost weight and strength, nausea and frontal 
headache developed ; dyspnea was occasionally pres- 
ent, and anemia and nervousness became very 
marked. An anemic heart murmur was apparent, 
and edema of the lower extremities appeared. De- 
cember 12th, uranalysis was negative save for the 
presence of a small amount of sugar. December 
18th, the urine showed absence of sugar but pres- 
ence of a large amount of blood. December 22d, 
uranalysis was negative. 

From December 22d until my first observation of 
the case on January 27th, 1913, the patient rapidly 
lost ground, the hematuria being almost constantly 
present. On this date, physical examination showed 
marked anemia with emaciation. Abdominal palpa- 
tion was negative except for a tender area in the 
right hypochondrium. The tenderness was most 
pronounced when pressure was exerted bimanually, 
one hand being placed in the dorso-lumbar region, 
the other just below the hepatic border in front. 
The right kidney in this manner could be palpated, 
and seemed to be the seat of tenderness. There was 
an appreciable enlargement, and from the absence 
of symptoms on the opposite side, it was presumed 
that the hematuria arose from a disturbance of 
some kind, possibly a hypernephroma, in the right 
kidney. Preparation for a cystoscopic examination, 
in order to determine the source .of the bleeding 
and the relative condition of both kidneys, was made, 
but the patient refused to submit to further exam- 
ination at the time. 

On February 18th, her condition having become 
much graver, the patient consented to a cystoscopy, 
to be followed, if necessary, by operation. Under 
ethet anesthesia, the cystoscope was easily intro- 
duced. Bladder capacity, normal. The mucosa 
throughout, but particularly that covering the fundus 
and lateral walls, was studded with punctate hemorr- 
hagic areas, none of which at the time was actively 
bleeding but which showed that bleeding had recently 
taken place therefrom. The urine for several hours 


previous to the examination had not contained blood 
microscopically. Catheters were placed in the ure- 
ters, urine from both kidneys being obtained. The 
urine from both sides appeared normal and it was 
evident that the source of blood previously found 
was from these hemorrhagic spots in the bladder 
mucosa. February 2d, the patient developed typical 
purpuric hemorrhages of the skin, the areas varying 
in size from that of a pea to an inch in diameter. 
In spite of such treatment as is usually directed to 
this condition, embracing calcium chloride, sulphur- 
ous acid, gelatine, fruit acids, horse serum, and in- 
dividual blood serum by transfusion, the patient 
died from exhaustion, February 18th. 
Moore BuILpinc. 


THE VALUE OF THE CONJUNCTIVAL 
FLAP IN WOUNDS OF THE CORNEA 
AND SCLERA.* 


Epcar S. THOMSON, 
New York 


The use of the conjunctival flap to protect and 
aid in the healing of a corneal ulceration or wound 
was first mentioned by Schoeler in 1877. In 1884 
Kuhnt wrote upon the subject and advocated the 
practice very enthusiastically. As his observations 
were made independently of Schoeler and were 
somewhat more elaborately worked out, his name is 
usually associated with certain of the methods of 
operating. Snellen, de Wecker, and others have 
advocated the practice, and a very able paper was 
read before the American Ophthalmological So- 
ciety in 1910 by Byers. All testimony on the sub- 
ject is favorable and indeed there is so much to be 
gained, and so few disadvantages in the practice 
that it is difficult to understand why conjunctival 
flaps should not be used invariably in a certain class 
of cases. I am convinced that they are by no 
means used as frequently as they should be; and 
it is my intention here to emphasize their advan- 
tages and to relate my own experiences in the 
matter. 

The healing of perforating wounds of the cor- 
nea and sclera is always attended by certain disad- 
vantages and dangers. Neither tissue of itself 
heals promptly and well. This, in the case of the 
cornea, is due in great measure to the absence of 
blood supply and the sluggishness of the processes 
of repair. In the sclera the blood supply is better, 
but repair is also slow and the tissue does not 
readily unite. Added to these factors, wounds of 
either tissue have a marked tendency to gape, on 
account of the fact that the maintenance of the 
perfect shape of the globe depends to a great ex- 


*Read before the Section on Ophthalmology of the N. Y. 
Academy of Medicine, March 17, 1913. 
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tent on the intra-ocular pressure, which is, of 
course, abolished in perforation, and also on ac- 
count of the traction of the extra-ocular muscles, 
whether due to their normal tone or to the invol- 
untary twitching which occurs to some extent in 
every case no matter how carefully occlusive dress- 
ings may be applied. Finally extrusion of some of 
the interior substances of the eye,—iris, vitreous— 
or even, to a lesser degree, the constant flushing of 
aqueous, prevents apposition of the lips of the 
wound and delays union, if it does nothing worse. 
Left to themselves, therefore, such wounds heal 
slowly, usually with uveal or vitreous inclusions, 
under constant danger from infection, even with- 
out the presence of any great amount of conjunc- 
tival secretion. Such wounds remain permeable to 
infection or toxic invasion for some time after 
closure. (I have repeatedly seen late iritis after 
cataract extraction, which was difficult to explain on 
other grounds, in cases where a limbus incision had 
been made. I no longer see such cases where a 
conjunctival flap is used.) Even if healing be ac- 
complished without serious complication, there is 
too often an iris tag lying beneath the epithelium 
which may at any time act as a “leading string” to 
intra-ocular infection of a most serious character. 
To combat these dangers the conjunctiva offers 
many advantages. It is easily managed and 
stretches well, so that even large wounds may be 
covered by it. It has a free blood supply and a 
plentiful amount of fibrinous exudate which ad- 
heres to the raw surface of the wound very rapidly, 
and besides sealing it up against infection it assists 
in binding the lips together and furthers the heal- 
ing, and as a consequence, limits the inflammatory 
reaction. Once healed without infection, the wound 
is almost impermeable. I have seen only one case 
of late infection and in that case the wound was 
very large, and the conjunctival and hygienic con- 
ditions of the patient were very bad. On account 
of its extreme vascularity the flap can be made of 
almost any shape without) danger of sloughing. 
Various methods have \been used and various 
forms of conjunctival flap ‘advocated. Kuhnt used 
at first a single long pedunculated flap which he 
sewed to the episcleral tissues near the opposite 
corneal margins. At times he retained the attach- 
ment of the flap to both margins, taking merely a 
strip of conjunctiva, which was brought across into 
proper position by guy sutures ; at times one flap was 
laid on top of the other so as to make a double 
layer of conjunctiva. This latter seems to me an un- 
necessary complication of the operation, as the up- 
per flap has no raw surface to which to adhere and 
must be later removed; and to guard against in- 


fection, one layer of conjunctiva most probably an- 
swers as well as two, for the infection is much more 
likely to pass beneath the conjunctiva and enter the 
wound at some point of imperfect closure than it is 
to pass through a perfectly normal conjunctiva. 

De Wecker advised dissecting up the conjunctiva 
entirely around the corneal margin and bringing 
it forward with a purse-string suture, so as to al- 
most cover the entire cornea. In about five days 
after the corneal wound is supposed to be sufficiently 
healed, the suture is cut and the conjunctiva is 
allowed to slip back to its proper position where it 
heals, leaving no disfigurement. This use of the 
conjunctiva is really more for the sake of securing 
additional fibrinous deposit in the healing of the 
wound than for the permanent use of the conjunc- 
tival tissue. When the suture is cut the conjunctiva 


Fig. 1. 
Single Triangular Flap. 


retracts and no conjunctival tissue is left on the 
corneal wound. I can conceive of cases where this 
practice might be useful, but I think that few such 
cases really occur, as corneal wounds which are 
extensive: enough to require such treatment, have 
usually such lacerations of the iris and lens that 
they require to be observed more minutely than the 
presence of this flap allows. I have never yet seen 
a case where I felt justified in using this method. 

Whatever method of operating may be used, the 
essential point is to so stretch the conjunctiva that 
the raw surfaces of the wound margins are covered. 
The simplest form of flap is the best. I am in the 
habit of dissecting up a triangular flap, the apex 
of which lies close in between the wound and the 
corneal margin, loosening this flap so as to allow 
it to stretch readily, and then attaching it to the 
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episcleral tissues, on the other side of the wound or 
on the other side of the corneal margin, if this be 
necessary. (See illustration.) If there is much 
tension on the flap, I use two or three guy sutures 
to hold it in place. It is not necessary to carry these 
sutures through the sclera. They pull out in three 
or four ‘days, at the end of which time the flap 
is firmly united to the wound and cannot readily 
be detached. If the wound is very large and espe- 
cially if it extends across the ciliary body, it is 
sometimes of advantage to put in one or two scleral 
sutures. Of course this presupposes that the ciliary 
body has not been injured, and this has happened 
several times in my experience, the eye being struck 
by a glancing fragment of glass or metal and the 
sclera cut through while the softer uveal tissue was 
uninjured. These sutures should be of fine catgut 
so that they may be left in place, and they should 
not extend through the entire thickness of the 
sclera. It is rather a delicate maneuver to intro- 
duce them and it is of advantage first to slightly 
detach the ciliary body with a spatula from its 
scleral attachment so as to avoid injuring it. It is 
also of advantage at times to denude the sclera on 
the opposite side of the wound so as to give a 
greater field of adhesion to the conjunctival flap. 
It goes without saying that all prolapsed iris tissue 
should be trimmed away from the lips of the wound 
as carefully as possible, and that the flap should 
not be used unless it is reasonably certain that in- 
fection has not occurred. . - 

It is astonishing how quickly such cases heal 
and with how little secondary iritis. I have fol- 
lowed the method for the past twelve years, in about 
fifty cases and I am sure with much better results 
than had I not used the flap. The criticism has 
been made that adhesion of the flap to the cornea 
is apt to lead to pseudo-pterygium, but this I have 
never seen. The conjunctiva gradually retracts, 
leaving nothing but a strip of tissue covering the 
wound and this is inconspicuous and has never led 
to any disadvantage in any of my cases. 

There are a few special uses of the conjunctival 
flap which I should perhaps mention. The more 
important of these is undoubtedly in cataract ex- 
traction. The advantages are so numerous and so 
well known that it is hardly necessary at this time to 
do more than give them a passing notice. Imme- 
diate healing is invariably secured, likewise better 
coaptation of the wound and less post-operative 
astigmatism. The flap can be made to adhere to 
its position before the eye is closed and suturing is 
never necessary. It further has the advantage of 
guarding against prolapse of the iris or inclusions 
of the pillars, if an iridectomy has been done. Ina 


simple iridectomy the conjunctival flap is always of 
advantage, though it is not often necessary to dis- 
sect up a large flap. By making a keratome incision 
immediately back of the limbus the participation of 
the conjunctiva in the healing is secured with all of 
the advantages of the conjunctival flap. These ad- 
vantages are so great that my invariable practice is 
to secure them, avoiding incision through clear 
cornea whenever it is possible for me to do so. 


In the paper before mentioned Byers urges very 
strongly the advisability of performing needling 
operations by puncture through the conjunctiva 
just beyond the limbus. I have done a number of 
such operations, perhaps five or six in all. The 
technique is undoubtedly more difficult, owing to the 
oblique position of the needle in relation to the 
membrane, but that with such a procedure infection 
is less liable to occur than with puncture of the 
cornea, there is I think, no question. 

Unfortunately, infection through the corneal 
wound of a knife-needle is by no means an unknown 
occurrence. Byers operation is a true “sub-con- 
junctival” needling. He picks up the conjunctiva a 
few millimeters from the corneal margin and enters 
the needle through it. Then carrying the needle 
forward to the desired position, he enters the sclera 
as close to the limbus as possible. In this way a 
large conjunctival covering is secured and the small 
disadvantage of having the scleral and conjunctival 
wounds opposite to each other is avoided. 

The use of the conjunctival flap for the repair of 
extensive corneal ulceration is another phase of the 
matter, but one in which I have had but little experi- 
ence. It is possible to cover the corneal ulcerations 
only when the ulcer is thoroughly clean and free 
from infection, and it is advisable only when the 
corneal tissue is not repairing satisfactorily. I have 
used a bridge of conjunctival tissue in such cases, 
dragging it across into position with guy sutures 
after Kuhnt’s method. The fibrinous deposit assists 
in the repair but the flap does not permanently ad- 
here to the cornea, and, further, there is apt to be 
a certain amount of inflammation in such cases, so 
that a good deal of conjunctival secretion and irrita- 
tion is developed. While I have had no bad results 
in these cases, the number I have done has been but 
small and I feel that I must speak upon this subject 
with reserve; but it seems to me that while the 
method is a good one, the conditions rendering it 
advisable do not often arise. 

Conjunctival flaps are so very satisfactory that 
one is constantly tempted to use them more and 
more ; and it is gratifying to compare the amount of 
complicating inflammation, even infection, that oc- 
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curs in marginal wounds treated without the flaps 
with the absence of these features where the flap 
has been used. 

19 East 44th Street. 
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DISEASES OF JOINTS AND BONE 
MARROW. 


Leonarp W. y, M. D., 
DENVER. 


(Continued from the August Number.) 


DIAGNOSIS. 
In the early stages of the disease, especially of the 


deeper joints, a positive diagnosis may be impos- 


sible; hence the advisability of conservatism. Many 
of these joints have been resected as tuberculous. 
In‘the later stages the bony and cartilaginous out- 
growths, the bony thickening, with the wearing 
away of the cartilage in places, should clinch the 
diagnosis. 

The cases accompanied by the formation of 
Heberden’s Codes should occasion no difficulty. 

Tuberculosis is uniarticular and begins insidiously 
also, but is more painful as a rule, is accompanied 
by muscular spasm, and shows in a skiagram ar 
early rarefaction of the bone. The limitation of 
motion in tuberculosis is caused by muscular spasm 
as well as by the products of inflammation in the 
joint, while in this type of arthritis the obstruction 
is almost exclusively mechanical. Bony and car- 
tilaginous outgrowths do not occur in tuberculosis, 
though the bone tissue may be increased in density 
in the later stages. | 

Other cases in Type I, as we have seen, are char- 
acterised by bony atrophy, thickening of the synovia, 
and atrophy and erosion of the articular cartilage. 
The signs of pain and of active inflammation are 
more pronounced. 


The lesions of the fingers in Type II are usually 
of the terminal phalange joints, are nodular, and 
cause lateral deformities. Those of Type I are of 
the metacarpo-phalangeal or proximal phalangeal 
joints, are fusiform, later often shrunken, and 
cause flexion deformities. 

Gout manifests constitutional symptoms, comes 
in acute attacks, recurring often in the same joints, 
usually the great toe, is very painful and leaves 
chalky deposits behind. 

PROGNOSIS. 

The prognosis guoad vitam is good. The disease 
does not affect the constitution in any way. We 
must not, however, expect a return to painless func- 
tion, except in the very mildest cases. Severe dam- 
age once done to the bone and cartilage will never 
be repaired. If the disease be complicated by in- 
volvement of the spine, as will hereafter appear, 
the prognosis becomes graver, for here the functions 
of vital organs may be compromised. 

TREATMENT. 

.The constitutional treatment consists largely, as 
far as can be ascertained, in promoting elimination, 
through the gastro-intestinal canal, either by ca- 
thartics, or better by flushing of the colon, and to a 
moderate extent by hydrotherapy,—baths, etc. The 
daily use of phosphate of soda has been praised. 
If derangement of the viscera be detected, it should 
be rectified. If any other source of infection be 
discovered, it should be removed, as in Type I. 

Local treatment. Passive motions, mechano- 
therapy, etc., in contradistinction to Type I, are ab- 
solutely harmful. If we picture to ourselves the 
pathological condition of the joint we can easily 
see how the only effect of passive motion will be to 
injure the joint directly, by grinding together the 
rough bony and cartilaginous surfaces, and by 
wounding the soft parts. 

_ All our efforts should be directed to rest and pro- 
tection. A brace which permits motion within 
painless limits is advisable. The fingers may be 


-splinted with thick gloves, possibly reinforced by 


light metal splints. If the joints be very painful 
they may be immobilised for a while with plaster of 
Paris. Baking may be found of service. 
Operative treatment is occasionally advisable. If 
the disease has run its course, and.a well-marked 
spur interfere with motion, and arthrotomy may 
be done, and the spur may be removed. Often 
times a stiff, firmly ankylosed, painless joint is much 
to be preferred to a slightly movable painful one. 
In such a case a resection should be done with the 
sole idea of stiffening the joint. Albee claims ex- 
cellent results for an operation of his devising, upon 
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the hip’. He opens the joint through the anterior 
incision, chisels off the upper portion of the head 
of the femur in a line about parallel to the femoral 
neck, and a corresponding piece from the upper 
part of the acetabulum. This procedure results in 
a practical subluxation of the hip. Then, as much 
as possible of the cartilage is removed from the 
head of the femur and the acetabulum, the wound is 
sewn up, and a long plaster spica is applied, with the 
extremity in slight flexion and abduction. 
CHRONIC ARTHRITIS OF THE SPINE. 

Chronic Rheumatism of the Spine, Rheumatoid 
Arthritis and Osteo-Arthritis of the Spine, Spondy- 
lose Rhizomelique, Von Bechterew’s Type, etc. 

While various writers have described various 
types of chronic arthritis of the spine, and have 
emphasised their clinical distinction from the dis- 


Fig. 60. 


Chronic arthritis of the spine. Note the bony ankylosis. (Gold- 
thwait.) 


ease as found in the other joints of the body, the 
truth of their contentions has not been established, 
and the weight of opinion is that the disease, as 
manifested in the spine, can be generally divided 
into the two types hitherto described. Type II in 
the spine has the same multiarticular characteristics 
as in the fingers. It is quite probable also that 
many of the cases hitherto regarded as lumbago and 
fascial rheumatism are examples of the rudimentary 
form of chronic spinal arthritis. As far as known, 
fascial planes are not vulnerable to “rheumatism.” 

The disease occurs with overwhelming preponde- 
rance in the male sex; Goldthwait and others af- 
firm that it follows exposure to chilling of the sur- 
face, especially among those, who, like firemen and 


1 Albee, Surgery, Gynecology and Obstetrics, Match, 1910. 


engineers, are exposed to sudden changés of tem- 
perature. This were better regarded as a preidis- 
posing cause, lessening the resistance of the indi- 
vidual to infection, as is the case with many in- 
fectious diseases, or better yet, viewed in the light 
of repeated trauma, as a direct exciting cause. 

A fairly safe attitude for the present is to view 
the disease in the spine as due to the same causes 
as in other joints. Possibly certain forms are 
merely early manifestations of the chronic anky- 
losing process so often seen in apparently normal 
persons as age advances. 

PATHOLOGY. 

On account of the inaccessibility of the spinal 
bones and joint we are compelled to trust for our 
knowledge of the pathology to the specimens on 
the post mortem table and in museums, a very un- 
satisfactory state of affairs, for we can observe 
merely the results of the pathological processes, and 
not the pathological processes themselves. 

‘In the spine there are three sets of joints which 


Fig. 61. 
Same as Figure 60. 


may be involved, those between the bodies of the 
vertebrae through the medium of the fibro-car- 
tilages, those between transverse processes, and the 
costo-vertebral articulations. The finer changes in 
these joints during the course of the disease are 
largely a matter of surmise. Sometimes a part of 
the spine is affected, and sometimes the entire col- 
umn. The intervertebral fibro-cartilages may de- 
generate and be absorbed, or they may also be in- 
volved in the ossifying process, and then the spine 
is converted into a solid bony column. Masses of 
new bone are formed on the anterior surface of the 
column, often more on one side than on the other, 
welding the vertebrae to one another. In some in- 
stances, while solid bony union appears to be pres- 
ent, on opening the spine the intervertebral joints 


will be found persisting at their centers. Bony 
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“lipping” takes place at the edges of the vertebrae. 
The new bone formation may extend out on the 
ribs, and at times may encroach upon the spinal 
canal and upon the foramina of exit of the spinal 
nerves. 
SYMPTOMATOLOGY. 

Symptoms of pain, stiffness, disability and de- 
formity are present here as in the other joints. 

The pain may be severe or mild, it may be local- 
ised in the back, especially in the lumbo-thoracic 
segment, or it may shoot down the extremities. 
Many cases of “lumbago” and “sciatica” are due 
to spinal arthritis. If the “sciatica” be one-sided, 


; Fig. 62. 
Charcot’s Joint. T, T, T, bone trabeculae, M, M, marrow, 
F, fibrous tissue at joint surface. The articular cartilage has com- 
pletely disappeared. Low power photomicrograph. 


it will often be accompanied by atrophy of the ex- 
tremity on that side. 

The stiffness may vary in degree and in extent. 
Sometimes segments of the column may be re- 
stricted in motion, sometimes the entire column. The 
uppermost joints often escape involvement. If the 
intervertebral discs have atrophied, the resulting de- 
formity will be in the nature of a long, round pos- 
terior curve. If bony union have taken place be- 
fore the discs have atrophied, this curve will be ab- 
sent, and the deformity may then consist of an 
obliteration of the normal curves, giving an ap- 
proximately straight spine—the “poker back.” The 
long posterior curve with stiffness is an exaggera- 
tion of the deformity that is wont to be present as 


age draws on, in the healthy human body. Lateral 
deformity may or may not be present. 
DIAGNOSIS. 

The diagnosis as a rule need occasion little diffi- 
culty. - Pott’s disease in its early stages might be 
confused with the localised form. If a segment of 
the. spine be affected which is accessible to the 
Roentgen rays, bony outgrowths may be made out 
in Type II in contrast to the rarefaction of Pott’s 
disease. A kyphosis in Pott’s disease is more angu- 
lar than in these cases of chronic arthritis, and is 
not often complicated by disease of other joints. 


Fig. €3. 

Low powe1 photomicrograph of peculiar “focus” found at the 
joint surface of the bone in a Charcot’s knee. It was composed 
largely of fibrous tissue, continuous with that covering the head 
of the bone. Indications of new bone formation can be seen at 
B. Portions of the enclosing bony wall of this “focus” were 
thickened. Bone trabeculae may be seen on the left of the pic- 
ture, and bone and marrow indistinctly below. C, collection of 
round cells. 

As a rule it is more localised. Abscesses are more 
frequent in Pott’s disease, absent in other forms of 
spinal disease. 

A slowly developing kyphosis sometimes appears 
after spinal injuries in which no fracture can be 
made out. It appears some time after the injury, 
and gradually increases. Pain is not a prominent 
feature’. 

TREATMENT. 
The general principles of treatment are those al- 


ready laid down, namely, removal of the source of 


1 Madclaire et Burnier, Archives Generales de Chirurgie, March 
25, 1912. 
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infection if that be possible, plus rest and protec- 
tion. A well fitting spinal brace or a jacket should 
be worn to relieve the pain and to prevent de- 
formity. It is important that the development of 
the long posterior curve should be prevented, and 
this can often be done by the constant wearing of a 
spinal support. Heat, massage and vibration may 
relieve the pain. Attempts at forcible mobilisation 
are distinctly out of place, and may do harm. 
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Fig. 65. 
Fibrous union following a hemarthrosis in a hemophiliac. 


CHARCOT’S JOINT, 
TABETIC OR NEUROPATHIC JOINT. 

In the course of certain spinal diseases, notably 
tabes: dorsalis and syringomyelia, a peculiar form 
of joint lesion occasionally is seen, that has baffled 
all attempts at explanation. Charcot, who first de- 
scribed it, thought it was due to a lesion of the 
trophic centers in the anterior horns of the spinal 
cord; Virchow, Von Volkmann and others main- 
tained that it was simply a form of “arthritis de- 
formans” modified by the traumata incident to the 
lack of sensation produced by the nerve lesions. 
Others again say that the anesthesia alone is re- 
sponsible. 

Until more light is thrown on the subject we are 
free to hold any opinion that seems to us most ra- 
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tional. For myself, I prefer to regard the disease, 
as I regard other joint diseases, as primarily a 
lesion of the lymphoid marrow and synovia, prob- 
ably produced by the late syphilitic toxines. A 
similar affection in the shafts of the long bones re- 
sults in fractures. These fractures have two pe- 
culiarities, viz., their painlessness, and the appa- 
rent inadequacy of their cause. 

Tabetic Osteoarthropathy may occur in any stage 
of tabes, preataxic or late. Sometimes it is seen 
years before the onset of other symptoms. It is 
more frequent in men than in women in about the 
same ratio as the casual disease, and is seen much 
more often in the lower than in the upper ex- 
tremity. The reverse is true of the lesions in 
syringomyelia. 


MORBID ANATOMY. 
The pathology of Charcot’s joint is somewhat as 


Old healed knee joint pear in a child of about thirteen. 
Note’ the, ef the ther of 
the new bone between the tibia and femur. 
follows: A low grade inflammation takes place in 
the marrow of one of the articulating bones, which 
gradually eats away the bone trabeculae. This in- 
flammation is not general but seems to occur in cer- 
tain areas. In other places the marrow is largely 
fatty. In time the cartilage is destroyed, the in- 
flammatory process has access to the joint, and the 
synovia also becomes involved. The joint now be- 
comes filled with fluid. The bone is killed in larger 
and smaller pieces, which are thrown out into the 
joint cavity, and occasion the creaking and 
“crumbling” so characteristic of this disease. There 
is apparently some effort at repair of the damage 
by nature at the spot where it has occurred, but 
the effort is ineffectual. Nature’s efforts at re- 


pair are largely confined to producing a compen- 
satory hypertrophy of bone in other places, and in 
covering over the denuded bone ends with fibrous 
tissue. 

in certain areas the fibrous tissue covering the 
bone end is continuous with the new fibrous tissue 
in the marrow, as if the disease had burst from the 
marrow into the joint. In certain places rarefying 
osteitis may be seen, especially under the replacing 
fibrous tissue of the articular surface, at other 
places a productive osteitis is more prominent. 

Often the destructive changes predominate in one 
articulating bone, and the productive in another. 
Again the ends of both bones may be largely de- 
stroyed. 

There is no regularity in the morbid process. The 
bone ends are eaten away in large “bites,” and 
roughly buttressed up in spots as if in an unskillful 


Fig. 67. 
as Fig. 66. Skiagram taken two years later. Note 


Same case 
the smoothing off of the bony Prominences, the canalization of the 
bone at the former site of the joint, and the increase in size of the 
bone following the resumption of function. 
attempt to repair the damage. The joint becomes 
loose, subluxated and very “wobbly.” Its compo- 
nent parts may be recognised with great difficulty 
in the laboratory. 

Degeneration of the nerves of the limb has been 
observed, but not greater on the affected than on 
the sound side. 

The synovia shows a moderate degree of pro- 
liferation. The resulting villi are composed largely 
of fibrous tissue. 

SYMPTOMATOLOGY. 

The onset is peculiar. With slight cause or with- 
out known cause the joint suddenly fills with fluid. 
On our hypothesis, this sudden swelling of the joint 
represents the irruption of the disease from the 
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marrow. The swelling extends far beyond the 
joint limits. This swelling is hard and oedematous. 
It may slowly disappear, and the joint may return 
to a practically normal state, to be affected again 
later, or the process may rapidly result in the dis- 
organisation of the joint. Sometimes the course of 
the disease takes years. In spite of the suddenness 
and severity of the onset, pain is practically absent. 
‘Crepitation can often be felt on motion, and loose 
‘bodies can be distinguished in the joint cavity. All 
sorts of distortions may be present. The most 
prominent feature of the disease is the total dis- 
Proportion between the gravity of the anatomical 
lesions, and the lack of discomfort the patient suf- 
fers from them. 

The symptoms of the casual trouble—the pupil- 
Wary changes, the absence of the knee jerk, the 
ataxia, etc.—can be easily elicited. 


Fig. 68. 


‘Old knee joint tuberculosis in a young adult. Bony union two 
‘years after a resection done on the author’s es’ « Note the 
i e 


=" of the bone at the old level of the joint. patient is 

DIAGNOSIS. 

Little difficulty in diagnosis exists, if the possibil- 
ity of a Charcot’s joint be kept in mind. A haem- 
arthosis at first might present similar symptoms, but 
the haemarthrosis is not caused by a cord lesion. 
Only through carelessness can one err. When the 
spine is affected, the pressure of the bones upon 
the cord may give rise to physical signs unusual in 
tabes doraslis. 

TREATMENT. 

Conservative treatment is usually best. A well 
fitting brace will often enable the patient to go about 
with comfort for years.: Resections have been done 


1For a history of this case see Ely, Joint Tuberculosis, Wm. 
Wood & Co., 1911, page 88. 


with good effect in the ankle; with rather poor re- 
sults in the knee. Amputations of the leg have also 
been successful. In the thigh they are much more 
dangerous. 
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ANKYLOSIS. 

The word ankylosis is derived from the Greek 
word agkulos, crooked, but the modern meaning 
attached to ankylosis is joint stiffness. The stiff- 
ness may reside in the joint tissues themselves— 
true ankylosis—or in tissues outside the joint—false 
ankylosis. The term contracture is gradually re- 
placing the latter. 


Fig. 69. 
Same case as the preceding. Canalization is advancing very 
slowly. Skiagram taken four years after resection. 


Ankylosis may be due to abnormal connection be- 
tween the ends of the bones entering into the forma- 
tion of the joint, or it may be due to the obstruc- 
tion caused by bony or cartilaginous growths, or by 
misplaced pieces of bone. The former is divided 
into complete or bony, and incomplete or fibrous. 
There is probably no such thing as intercartilagi- 
nous ankylosis. As long as the cartilages are in- 
tact ankylosis does not occur. When they are de- 
stroyed in whole or in part, the resulting ankylosis 
is fibrous or bony. 

Although any diseased joint may present stiffness 
more or less great, yet ankylosis has come to mean 
generally the stiffness remaining after the disease 
has run its course. 

A word may properly be said here concerning the 
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fear of ankylosis from putting a joint at rest with 


retentive splints or bandages. It is doubtful if im- 
mobilisation, even for long periods, ever avails to 
cause anything more than temporary changes in a 
normal joint, which soon disappear when motiot. is 
again permitted. The restriction of motion lies in 
the muscles and tendons outside the joint. In other 
words, ankylosis following the application of splints 
is due, not to the immobilisation, but to the disease 
or injury for which the immobilisation was applied 

The first duty of the surgeon, to whom a patient 
with any ankylosed joint presents himself, is to 
find out the original cause of the ankylosis. His 
subsequent action will be governed accordingly, but 
he should always observe the cardinal rule, never 
to adopt any measures whatever to mobilise a joint 
that is the seat of active disease. Such measures 


Fig. 70. 

Old knee joint tuberculosis in the adult, Skiagram shows the 
bony union two years after a resection done according to the 
author’s theory. ote the area of dense bone at the former site 
of the joint, and the beginning canalization.? 


are not only quite useless, but may be dangerous as 
well. 

The second problem is to ascertain exactly the 
nature of the ankylosis, whether bony or fibrous 
union be present, or whether the obstruction be due 
to distorted and deformed bone ends. We decide 
as to the nature of the ankylosis by a study of the 
history, by good skiagrams, and by a careful ex- 
amination of the joint, under ether if necessary. If 
any motion be present, the ankylosis is not bony. 
Ankylosis from distorted bone ends results espe- 
cially from diseases of Type II of chronic arthritis, 
and from intra-articular fractures. In such cases 
the joint motion may possibly be improved by 


For a history of this case see Ely, Joint Tuberculosis, Wm. 
Wood: & Co., 1911, page 92. _ 


chiseling away the bony obstructions, but it is quite 
evident that any attempt at passive motion will 
only do harm by injuring the joint tissues. Anky- 
losis by bony union may also follow intra-articular 
fractures. 

FIBROUS ANKYLOSIS. 

This may follow acute arthritis or any of the 
chronic arthritides of Type I, and its treatment will 
vary as the cause. If it be due to tuberculosis, and 
if the joint be in a good attitude, and painless, our 
wisest course is to let it severely alone. Our study 
of the pathology of this disease has taught us that 
encapsulated foci may lurk in the bone marrow and 
in the intra-articular adhesions for years, ready to 
light up afresh if motion be resumed, and while 
an occasional old tuberculous joint may be success- 
fully mobilised, the risks of the cnereton home 
condemn it. “yy 


Fig. 71. 
Same case as the preceding. Note the advancement of the process 
of canalization. The patient is well. 


If an old tuberculous joint is ankylosed (by 
fibrous tissue) in a faulty attitude, the deformity 
should be reduced as gently as possible, and the 
joint should then be immobilised by plaster in the 
correct attitude for a number of months. The re- 
duction may be made by a number of plaster ban- 
dages, correcting the attitude a little at a time, or 
it may be made under ether at one sitting, dividing 
the contracting tissue if necessary. If the latter, 
then great care should be exercised not to use undue 
force. Some good authorities use prolonged trac- 
tion by apparatus while the patient is kept in bed. 

For the milder cases of fibrous ankylosis follow- 
ing the other diseases, baking, massage, vibratory 
massage, passive hyperaemia, and active and passive 
motion will often accomplish all that is necessary. 
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For the severer forms we shall often do well to 
break up the adhesions under ether, and then put 
the joint up in plaster in an entirely different atti- 
tude for a couple of weeks, following this with the 
treatment reconimended for the milder forms. Pos- 
sibly a repetition of the operation may be advisable 
once or twice, with a changed attitude each time. 

For the most severe cases even these measures 
may fail, and we may be forced to consider in an 
adult the advisability of an arthroplasty. 


BONY ANKYLOSIS. 

Bony ankylosis in the limbs may follow an intra- 
articular fracture, a pus infection, and certain of 
the chronic arthritides of Type I. I believe that it 
never follows an unmixed tuberculous, gonorrheal, 
or typhoid arthritis. 

When the joint is ankylosed in a faulty attitude, 
we have the choice of an osteotomy and correction, 
or of an arthroplasty. An arthroplasty for a bony 
ankylosis following a mixed tuberculous infection 
is probably safer than that for a fibrous one. 

ARTHROPLASTY. 

The credit of successfully making a new joint 
seems to belong to Helferich. Murphy has done 
much to popularise the operation in this country’. 
The formation of a false joint following the inter- 
position of muscle between the fractured ends of a 
bone originated the idea. Sumita has recently 
demonstrated upon dogs the histological changes in 
the joint following the operation?. 

Various substances, such as chromicised pig’s 

bladder (Baer), silver foil, etc., have been employed 
to prevent the reunion of the divided bone, but none 
has been demonstrated superior to autoplastic flaps 
of fat, fascia or muscle. 
_. The operation is rather difficult, demands an 
elaborate technique, and is not applicable to a great 
number of cases. In young, vigorous adults with 
the pecuniary recourses and the will power to carry 
out the after-treatment, it may afford relief. Its 
outlook seems to be best in the elbow. 

Payr*, who has done a great deal of work along 
this line, reports nine successful results out of thirty 
operations. Many other operators have been even 
more unsuccessful. 

JOINT TRANSPLANTATION. 


This operation has been put forward by Lexer’, 


Lie a3. Journal of the American Medical Association, 1905, 


Archiv fir biinische Chirurgie, October, 1912. 
nchener Medicinische 1910, No. 37, 
fiir klinische Chirurgie, October, 1912. 
* Lexer, ge Klinik, 1908, 817, fir Chirur- 
gic; 1908, N 5 2. See also Axhausen, Archiv fiir klinische 
htrurgie, 191 


and may eventually find a place in recognised pro- 
cedure, but at present it is on a mure or less ex- 
perimental basis. To trasplant a joint is compara- 
tively simple, but to transplant the tendon attached 
near the joint, and giving it its function is a much 


‘more serious problem. 


MILITARY SURGERY. 


Gustavus M. Biecu, M.D. 
CHICAGO, ILL. 


(Continued from the August issue) 


The answer depends on two principal factors, 
namely, the distance of the field hospital from the 
dressing station and on the transportability of the 
patients. From a purely practical point of view 
the entire problem involved amounts to the solution 
of just one question: Can the patient be safely 
transported to the field hospital or not? If yes, the 
aid at the dressing station will be identical with 
that to be rendered at the regimental aid stations; 
if not, then more radical measures must be under- 
taken in an attempt to save life. Indeed it is right 
at this station that with injuries involving skull and 
brain the surgeon will have to individualize, sign 
rules being out of place this time. 

Nevertheless certain principles, which I shall en- 
deavor to formulate, may prove helpful to the non- 
expert : 

(1) Remember that rigid asepsis is practically 
impossible at the dressing stations, though the facil- . 
ities for reasonably good emergency surgery are, of 
course, much better than at regimental dressing sta- 
tions. This fact suggests the advisability of doing 
only such surgery as is indicated by vital issues. 

(2) After operations on the brain the patient 
must have at least 24 hours’ rest. 

(3) Vital indications for immediate operation 
with the field hospital at some distance nof quickly 
to be reached, are: Hemorrhage and bone splinters 
lodged in the brain. 

(4) Bullets, lodged in the brain, (which is always 
the case when there is a wound of entrance and no 
wound of exit) had best be sent to the field hos- 
pital. 

(5) Compression symptoms due to fracture, 
which assume a grave aspect (slow pulse, vomiting, 
etc.) requires restoration of the depressed portion 
of the skull. 

(6) All cases in extremis require morphin, if 
anything, but certainly no operative therapy. 

At the field hospital, with its good facilities for 
aseptic surgery, with the probability of being able to 
afford patients post-operative rest, and, in fortunate 
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cases, with the #-rays available, operative indica- 
tions can be greatly extended. 
Under modern conditions of warfare I doubt very 


much whether institutions of the rear, such as base 


or evacuation hospitals, will secure much brain 
surgery, for those who do not recover will undoubt- 
edly die from infection before reaching them. 

We can get a very good idea in this respect from 
the German Red Cross Hospital in Manchuria. 
Elegantly, almost luxuriously, equipped for the best 
possible surgery at the hands of expert surgeons, 
indeed, having requested the forwarding of none 
other than seriously ill, the case histories of that 
famous institution show a total of eight cases. Of 
these three came infected, four not infected aid 
one doubtful. The total gunshot wounds treated at 
the hospital amounted to the fairly large number of 
326. 

Seven of these patients had tangential shots—a 
proof that rear institutions will scarcely ever be 
called upon to treat other forms of wounds. The 
only case in which the missile did not strike the 
skull at a tangent offers much that is interesting and 
is, therefore, given here as reported in the original: 

Shrapnel bullet wound in left parietal bone with- 
out wound of exit. Patient often complains of head- 
ache, sleeps a good deal and showed at first eleva- 
tions of temperature. As the x-ray machine was 
not then available, and in the absence of focal symp- 
toms, the point of lodgement of the missile could 
not be established with certainty, the wound, which 
showed no reaction, was not touched. The wound 
granulated and the patient was evacuated 45 days 
after receipt of injury. 

Here, indeed, we have a very favorable case, 
which permits, in my mind, to these rules: With- 
out the presence of grave phenomena, occlusive 
dressings are all that is necessary. Probing of the 
wound channel, especially with a probe, is as use- 
less as it is harmful. Had the German surgeons 
done that the patient may not have escaped infection 
—and, furthermore, a probe in a soft-tissued organ 
like the brain can only produce trauma. Of course, 
conservatism in tangential shots is out of place. 

Another case is of interest because it teaches that 
even in suppuration and serious injury the prognosis 
is not necessarily hopeless, when the patient has 
survived, say, two weeks. 

The patient was wounded February 18th and re- 
ceived at the hospital March 11th. The frontal bone 
over the right eye showed a loss of substance of the 
size of a silver dollar. The right eye was missing, 
its place being filled by brain substance, prolapsed 
from the top. Eyelid intensely swollen—pus flowing 
freely on their separation. They had to be incised 


laterally and sutured to the healthy skin in the 
neighborhood to establish a free outflow. The brain 
was cauterized in both the frontal wound and eye 
cavity. Psychic disturbances, culminating in a par- 
tial mania on change of dressings, necessitating 
general anesthesia. 

_ The patient recovered. 

A typical case is offered by a patient who reached 
the hospital five days after receipt of injury without 
a preliminary dressing. 

A wound, 3 centimeters large, is found exactly 
1 centimeter to the left of the median line and in 
the middle of a vertical line placed through the ear 
canal and the posterior margin of the mastoid 
process. The wound is covered by a scale. A second 
equally large sized wound outwards toward the 
forehead. No temperature, no pressure pulse, but 
headaches. 

Disinfection of vicinity of wounds and aseptic 
dressing ; two days later slight elevation of tempera- 
ture, psychic disturbances and clonic spasms lasting 
five minutes. 

Six days later, operation. Transverse incision 
through both wounds. On pushing aside the perios- 
teum a wound in the skull, 1 centimeter broad, is 
seen showing pus and bone splinters. Enlargement 
of wound with rongeur forceps. Large bone 
splinters are removed. A place in the brain exudes 
pus. The searching finger—note that the finger is 
the only “sound” to be used—detects a triangular 
piece of bone, which is removed. Missile cannot 
be felt. Drainage of this place of the brain. 

In-the next few days the temperature dropped 
to normal, but the patient complains of intense 
headaches, moans somewhat and lies apathetic. 

Gradually right hemiparesis develops, not par- 
ticipated in by the facial nerve. 

Eleven days after the first operation the wound 
is reopened (dilated rather) and the abscess cavity 
explored with finger and with sound. A foreign 
body is felt in the left hemisphere, but its removal 
does not succeed. 

The next day elevation of temperature, increase 
of the right-sided paresis with involvement of the 
facial nerve and unconsciousness. Death four days 
after the second operation. 

Section shows: Suppurative meningitis on the 
left side. Meningitis surrounding the abscess cav- 
ity. In the depth of the left hemisphere close to 
the lateral ventricle a quadrangular bone splinter. 
In the ventricles, turbid, serous-liquid (suppura- 
tive). Basis not involved. 

I have only one comment: Why was this patient 
not operated sooner? 

Indeed, the German surgeons themselves realized 
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from this and a similar example the need of early 
operation, for in another similar case they operated 
early and were rewarded with a recovery of the 
patient. 

There is one more point I desire to discuss in con- 
nection with lodged bullets, and that is, what shall 
we do with them months after receipt of injury? 

If the patient has but slight phenomena—usually 
these will be restricted to weakened memory only— 
such patients should be let alone. It is generally 
conceded that even if the patient is willing to as- 
sume the risk of a brain operation, we can hardly 
promise functional recovery, for the disturbances 
undoubtedly are due to destruction of brain tissue 
rather than to the pressure of a foreign body, that 
undoubtedly has “healed in.” 

It is questionable, even, if in such late cases we 
can rid the patient of his headaches, if this be the 
symptoms from which he seeks relief. 

Attempts have been made to rid such patients 
from slight paralysis of the facialis and fever, espe- 
cially when the x-ray pictures showed unmistak- 
ably depression of the inner plate of the skull. 

That the depression itself cannot be the direct 
cause in such cases, requires no great argument. 
One will rather think of distant effects and possibly 
chronic abscess. 

The operation, if at all done, should never be 
undertaken except on absolutely certain diagnosis. 
The range of examination must include a thorough 
search for general infectious diseases, such as 
malaria, typhoid, etc., which must first be excluded. 


SUPRAPUBIC VS. PERINEAL PROSTATECTOMY. 


Sepsis occurs less frequently after the suprapubic 
than after the perineal incision. This is because it 
is a cleaner field in which to operate, the wound is 
not liable to infection from fecal evacuation and, 
more important still, drainage is better. If both 
openings are made in the same individual the upper 
one will drain the bladder and the lower one re- 
main nearly dry.—S. C. Beebe, in Western Medical 
Review. 


MEATOTOMY. 

Painful urination after meatotomy and the 
necessity for subsequent instrumentation to pre- 
vent the cut surfaces from growing together, may 
be prevented by cauterizing the incised area with a 
saturated solution of nitrate of silver in concen- 
trated carbolic acid——E. G. BALLENGER and O. F. 
Erper in the New York Medical Journal. 


CLINICAL EXPERIENCE WITH PITUI- 
TRINE IN OBSTETRICS AND 
GYNECOLOGY. 

S. Marx, M.D. 

New York Clirty. 


While Schiiler and Magnus observed first the 
active properties of the extract of the pituitary 
gland in general, it was Dale who, in 1906, men- 
tioned incidentally its pronounced action in uterine 
contractions. In fact, it is a general stimulant of 
plain muscle, and preferentially sensitive is its action 
on the heart, spleen and uterus. Concerning the 
latter we are here principally interested. It excites 
the uterus to tonic contraction in all conditions of 
functional activity, i. e., menstruation, labor and 
post-partum conditions and, added to this, in path- 
ologic functional conditions unassociated with labor 
and the puerperium, viz., hemorrhages from varied 
causes, fibromata of the uterus and subinvolution. 

In a large experience, now extending over a 
year, my results with the hypodermatic use of 
pituitrine have been little short of wonderful, in 
fact, so brilliant and rapid have been the effects, 
that it appeared at times to me and my associated 
friends to be uncanny. To possess a drug which 
has given us such startling results is, it seems to me, 
a wonderful advance in obstetric therapeutics. This 
statement is not tainted with optimism, but is the 
result of mature observation and a large clinical 
experience. 

Much harm may be done by the indiscriminate use 
of pituitrine. Bad results will be noted unless strict 
indications be offered for its use. It will never 
entirely dispense with the forceps, but its timely 
use will materially limit the usefulness of this 
instrument. 

Its principal indication is in a case of secondary 
uterina inertia, and again, to a lesser degree, in 
the primary variety; and this, for the simple reason 
that primary uterine inertia is nearly always due to 
a malposition or malpresentation, or to an under- 
sized pelvis. Correct this, and, in a large majority 
of cases, the dystocia is removed. As with all other 
obstetric therapeutics, know the case from all sides 
—position, presentation, size of pelvis and head, 
condition of the local parts, and that of the mother 
and fetus. To give any uterine stimulant, especially 
so powerful a drug as the one under discussion, in a 
case of an impossible delivery, a vicious presenta- 
tion, a contracted pelvis or a threatened uterine 
rupture, is to invite invariably a disaster. The 
fault, then, is not one of drugs, but of ill-advised 
therapeutics on the part of an unskilled ac- 
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This drug will not act in a pregnant uterus except 
labor pains be present. As a method of inducing 
labor it fails if used alone, but combined with the 
ordinary methods, it has a useful field after uterine 
action commences. 

Favorable conditions present for its use: Sec- 
ondary uterine inertia, which, of course, must pre- 
suppose that the woman is in labor and that the 
cervix is dilated wholly or in part, when we are sat- 
isfied that the position and presentation are normal, 
or relatively so, that the head is engaged, and, if it 
has not entered the pelvic inlet, that the pelvis is 
not contracted either relatively or absolutely; and, 
last, that the woman is not exhausted from patho- 
logic causes, and presents fever or pulse rise, indi- 
cations of sepsis with a concomitant thinned lowe1 
uterine segment, meaning a forerunner of a uterine 
rupture. These must all be borne in mind to get 
a favorable outcome. 

Contra-indications: Heart and kidney affections 
and conditions that exist with high blood tension, do 
not, from my experience, inhibit the use of the drug. 
I have used it under all conditions, especially in 
severe albuminuria, with excellent results, where 
mild pre-eclamptic evidence was apparent. My suc- 
cesses were overwhelming in a large number of 
cases. My failures were two, as far as I know. 


In many cases the results were unknown, for it . 


seems to be the province of the attending physician 
many times to keep a consultant uninformed as to 
the ultimate result and outcome of these and other 
cases. 

My failures may be ascribed to (1) impure or un- 
reliable manufacture, (2) too little of the drug 
used. It should never be used from a bottle in 
bulk, as it rapidly spoils, but always from indi- 
vidual ampoules or vaporoles. Care is to be exer- 
cised in cleaning the syringe that no alcohol is used, 
for this will rapidly deteriorate the solution. 

The dose is given hypodermatically, one c. c. at 
first, and, if ineffective, one c. c. again in twenty 
minutes. The action is exceedingly rapid, fer, in 
favorable cases, powerful uterine contractions occur 
in from five to ten minutes after administration. 

There is one preparation on the market which 
has almost invariably failed me. A case in point is 
as follows: Two injections of this preparation 
given at intervals of twenty minutes; result, nega- 
tive. Shortly after one injection of a more reliable 
standard, and in a marvelously short time the labor 

In cases of miscarriage, or, to be more specific, 
in abortion, i. ¢., up to the third month, the action 
of pituitrine is wonderfully successful in my experi- 


ence. If an abortion is unavoidable, as shown by 
hemorrhage, pain or dilatation of the os, and the 
expulsion of the product of conception is tardy, 
and where formerly we were prone to curette or 
manually remove, pituitrine can be used with success. 
Where the abortion is incomplete an injection of 
this drug will hasten its expulsion. In post-partum 
hemorrhage a quick administration will cause a very 
prompt and complete contraction of the uterus. In 
my experience this contraction is rather evanescent, 
and, for this reason where simple means do not 
control the hemorrhage, an injection of ergot, or one 
of its preparations, should immediately follow the 
pituitrine. 

An illustrative case is as follows :—Primipara, 
breech presentation, easy delivery; sharp bleeding 
follows which is not controlled by hot douches, man- 
ual compression, or firm uterine tamponade. Hur- 
riedly called to the case, patient severely shocked, 
and there is continuous oozing from vagina; uterus 
relaxed. At once a pituitrine injection, and in five 
minutes firm uterine contraction and cessation of 
hemorrhage. Pulse improved very materially, due 
mainly to the rapid rise in blood pressure. 

The rapid effect of this drug was noticed in a 
Cesarian section case, where at once, before the 
uterine incision, it was administered. Within at 
least five minutes the uterus contracted down to a 
small hard white mass, making the introduction of 
the sutures a matter of great difficulty. 

Theoretically, the drug should not be used in 
placenta previa for fear of increasing the placental 
separation, as the result of powerful uterine con- 
tractions and concomitant retraction of the lower 
uterine zone. But in practice one of the most bril- 
liant results obtained was in a complete previa, as 
follows: 

Seen with Dr. Holden, a primipara, eight and one- 
half months pregnant, cervix three quarters of an 
inch long, and os admitting one finger. Bleeding 
severe from a centrally implanted placenta Cesarian 
section refused, and, while waiting for an expert 
narcotizer, one c. c. of pituitrine was used. Bleeding 
for the next hour was minimal. Patient was then 
etherized, and, on examination, the cervix was found 
merged, and the os open for nearly four fingers. 
Manual dilatation done, followed by version, and a 
living child born. 

In the first case I had occasion to use the drug 
the effect was so extremely rapid that it was un- 
canny, and doubt at the time existed in my mind 
and in that of Dr. Lewengood as to the why and 
the how of its occurrence: 

II. Para, in labor thirty hours. Head above the 
brim, pelvis normal. Pains very hard. Rupture 
of membranes accidentally on examination, with 
the discharge of small amount of water. Pitui- 
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trine 11.05 p. m.; violent pains, normal birth at 
11.20 p. m.; living child. 

Because of this apparent brilliant result, the fol- 
lowing case was referred to me, for both prior 
babies were delivered by rather difficult forceps 
operations. 


Pelvis normal, goes into labor at term, normal 
position. In labor all night with good pains. Head 
engaged. At 8 a. m. complete inertia, lasting for one 
hour. Hypodermatic injection of pituitrine at 9 
a. m.; at 9.20 a. m.; normal delivery. Weight of 
child, eight and three-quarter pounds. 

A striking result was in the case of Mrs. B., seen 
with Dr. Fischlowitz. First labor difficult, forceps ; 
second labor started at 6 a. m. and continued till 
12.45, p. m; pains sharp though ineffective. Hard 
above the brim, membranes intact, os short of half 
dilated. Injection at 1.05 p. m., at 1.15 p. m., os 
fully dilated, violent and effective pains. Head on 
perineum, membranes ruptured and child born at 
1.20 p. m. 

Practically a successful case was in an old primi- 
para in labor all day—V. L. O. P. at brim, early 
rupture of membranes, os three-quarter dilated, 
pains all this time, tardy, insufficient and nagging. 
Hypodermatic injection at 8.05 p. m.; within five 
mins. violent pains; at 8.20 p. m. head with the oc- 
ciput behind upon and bulging the perineum. Then 
forceps, because of the vicious position of the head. 


There have been cases reported where pituitrine 
has shown a distinct narcotic. effect. This was par- 
ticularly well shown in the case of Mrs. K. 


Pelvis generally contracted. Prochowinick treat- 
ment throughout pregnancy. In labor at term with 
regular pains for eighteen hours. Premature dis- 
charge of waters, and an occipito-posterior engaged. 
Pains failing and inert, os three-quarters dilated. 
Pituitrine given, and in short time patient enjoyed 
a profound slumber for one-half an hour, then se- 
vere pains occurred, which drove the head to per- 
ineum and labor rapidly ended. The effect of the 
drug in this case may have been suggestive, as the 
young woman was a very stupid individual of the 
neurotic type, to whom all hypodermatic injections 
meant morphine, and she thought it was this drug 
that was given to her. 


In cases of severe albuminurias, which are usually 
associated with high blood pressure we would sup- 
pose that a drug like pituitrine should be used guard- 
edly, but the following case showed no evil result: 


Mrs. B.—Primipara seven weeks prior to full 
term, developed a kidney toxemia, with increasing 
albuminuria, and microscopic evidence of a preg- 
nancy nephritis. The usual treatment of bed, rest, 
etc., overcame the general toxic condition. Labor at 
term. There was still present a huge amount of urine 
albumin. The labor was the most unusual that I had 
ever attended. With only the slightest amount of 
pain in the back the os slowly dilated, and was fully 
opened in eighteen hours. Head at the brim. Pains, 
if they may be called so, entirely ceased. Hypo- 


dermatic injection of pituitrine at 9.07, p. m. fol- 
lowed by very severe pains, and at 9.25 p. m. a 
four and one-half lb. fetus was born. No evident 
bad effect upon the mother 

Of the several failures to be reported, I shall 
simply quote one because of its great interest: 

A primipara in labor with very severe pains at 
six and one-half mths. These pains lasted six days, 
with no effect on an exceedingly rigid os, which ad- 
mitted one finger. Pituitrine given in repeated doses 
night and morning for two days. There was ‘no 
indication to interfere, as the condition of the pa- 
tient was in all respects normal. The effect of the 
drug was absolutely negative. Temperature and 
pulse rise appeared at the end of the sixth day. In- 
troduction of two large rectal bougies for ten hours 
had no effect upon the progress of labor, nor did the 
os dilate at all. Manual dilatation proved of the 
utmost difficulty, and was made possible only when 
the cervix tore into the right broad ligament. Per- 
foration of the fetus and partial embryotomy ; lacer- 
ation sewed up, and convalescence normal. 

From the surgical and medical gynecologic aspect 
my results have been very satisfactory. Among 
these cases were subinvolutions, uterine hemorrhage 
from fibroids, uterine hemorrhage from hemophilia, 
uterine hemorrhage from unknown causes, cases of 
post-operative paresis of the gut, etc. 

Persistent subinvolution, where local treatment 
fails and curettage is refused, forms a useful field 
for pituitrine, especially where the condition is 
due to retention of secundines. An hypodermatic 
injection once or twice a day rapidly. causes a ces- 
sation of the bloody discharge, expels blood clots or 
fetal products and produces a rapid involution of 
the organ. This was well known in a case where, on 
the tenth day of post-partum, one injection caused a 
rapid disappearance of many local symptoms. 

As a temporary means in hemorrhage from a 
uterine fibroid, I find a splendid indication for its 
use. While in my experience it is never curative 
by checking a severe flow, it at least gives the 
patient a chance to recuperate, in order to put her 
in a presentable condition for operative work. I 
have seen several cases where the results were very 
satisfactory in hemophilia, where nothing seemed 
to check the uterine bleeding. In a young girl under 
my charge, pituitrine was given with almost imme- 
diate result. Persistent feeding, bed, rest and anti- 
hemophilic remedies put the patient on her feet with 
normal menstrual flow which had continued for 
four months. It was also useful in a young unmar- 
ried woman, who had been operated upon by three 
different surgeons for a persistent bleeding, with 
only temporary result. She was bleeding persist- 
ently for two years. Examination locally showed 
absolutely nothing. Pituitrine injections every day 
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for one week, then every other day for a week, 
caused the flow to cease, and she passed over three 
weeks, when a normal period occurred. The patient 
was lost sight of thereafter. In this case the bleed- 
ing was evidently due to a lack of tonicity of the 
uterine muscle, for all other causes were excluded 
in this woman twenty-one years of age. 

We have a large number of means at our com- 
mand to overcome post-operative ‘intestinal paresis, 
which is mostly a temporary condition, and if 
treatment is not instituted the case will take care of 
itself with the aid of such simple remedies as gastric 
lavage and repeated rectal irrigations; yet every 
little while a stubborn case arises, which responds, 
however to the powerful stimulus afforded by 
derivations from internal secretions—hormonal— 
which is dangerous and bulky; or pituitrine which 
will give perfect results by intestinal stimulation by 
raising the blood pressure, and thereby causing 
profuse diuresis. 


947 Madison Avenue. 


CANCER OF THE CERVIX UTERI. 


When the uterus itself is mobile or there is but 
slight infiltration of one broad ligament, operation 
offers some hope of cure. But a fixed uterus, ac- 
companied by extensive involvement at one or both 
sides, represents a growth well beyond the possi- 
bility of surgical eradication. Just how extensive 
the growth may be and whether or not operation is 
feasible, can be determined only by examination 
under an anesthetic, an opportunity that should be 
afforded every woman the victim of cervical cancer. 
—T. S. Cutten in the N. Y. Medical Journal. 


AcuTE ABDOMINAL DISEASES. 

I realize fully that acute inflammations of the 
right abdomen and especially of the appendix, are 
matters for early decision and radical action, and 
that delay and temporizing may cost a life. There 
are cases so evident, so. clear, so urgent, that 
physical findings alone may be sufficient when labo- 
ratory accessories are absent or inconvenient. But 
there are many, many other cases less urgent, in 
which the question of life and death is not upper- 
most. In these, at least, let us make routine vaginal 
examinations to exclude the tubes, and careful 
microscopic examinations of the urine, and if this 
be suggestive, a radiograph of the kidney and ure- 


ter, and thus exclude that most disquieting factor, 
the right kidney—W. L. Pepre in the Virginia 


Medical Semi-Monthly. 


Medical Society, December 


A CASE OF ACUTE INTESTINAL OBSTRUC- 
TION FROM MECKEL’S DIVERTICU- 
LUM. DIAGNOSED BEFORE 
OPERATION.* 

J. J. Bucuanan, M.D. 

Professor of Surgery, University of Pittsburgh; 
Surgeon to Mercy Hospital. 
PITTsBURGH, Pa. 


The patient was a young man 20 years of age, 
kindly referred by Dr. J. P. Hall. He had no abdo- 
minal symptoms until three years ago, when he was 
suddenly seized in August, 1909, with a severe 
cramp, at first in the epigastrium, but later becoming 
general. He vomited everything taken and had 
complete obstipation for five or six days, during 
which time he had no elevation of temperature, no 
undue rapidity of pulse nor localized tenderness. 
At the end of this period his symptoms subsided; 
but he did not regain his strength for several 
months. In August, 1910 and August 1911, he had 
similar attacks, with the same symptoms, of the 
same duration. 

The last attack began August 29, 1912, with severe 
colic and intractable vomiting, which, twelve hours 
before his admission to the Mercy Hospital, had 
become fecal. When first seen, on September 4th, 
six days after the beginning of the attack, he had 
marked signs of exhaustion with a clammy skin, 
normal temperature and a pulse of 120. His abdo- . 
men was distended and peristalsis was exaggerated. 
There was no mass to be felt, nor was any localized 
tenderness to be found. Rectal examination was 
negative. He had no hernia nor history of hernia. 

The diagnosis of the nature of the obstruction 
could not, of course, be made with absolute cer- 
tainty. But, in the absence of any history of pre- 
vious attacks of appendicitis or other peritonitis- 
producing disease, it seemed reasonable to rule out 
cicatricial bands and flexions. The age of the 
patient, the absence of bloody mucous stools and of 
any sausage-shaped tumor in the abdomen or pre- 
senting in the rectum, barred out an intussusception. 
The patient was too young for a volvulus, and did 
not have the usual sign of the enormously distended 
sigmoid outlined through his abdominal wall. 

His youth, as well as the absence of any previous 
history of cholelithiasis (which condition occurs, in 
rare cases, in young persons) militated against the 
presence of an obstructing enterolith, whose con- 
centric layers usually enclose a gall-stone. 

Stenosis from malignant growth was barred out 
by the patient’s age, the absence of the distended 
colon above the usual site of the growth and the 
fact that there had been no alternation of constipa- 
tion and diarrhea between the attacks of obstruc- 
tion. 

Stenosis from ulceration was excluded by the 
absence of any symptoms of this condition in the 
intervals of attacks. 

For these reasons, a diagnosis of obstruction from 


* Presented before the Sac ie Section, Allegheny County (Pa.) 
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Meckel’s diverticulum was made, as being the only 
ordinary condition remaining for consideration and 
as harmonizing with the history and symptoms of 
the patient. 

Operation was performed at once, under ether 
anesthesia, by a low section through the right rectus 
muscle. Most of the small intestine was enormously 
distended ; but a small portion was found collapsed, 
almost to the dimensions of tape. Where these 
sections met was found the point of obstruction, 
which proved to be at the proximal extremity of a 
Meckel’s diverticulum. This diverticulum had a 
lumen about the size of the index finger and ex- 
tended from the free border of the small intestine 
to the inner surface of the navel and was patulous 
throughout. At the point where the diverticulum 
came off, the intestine was much narrowed, and 
bound down by old adhesions which passed from 
the diverticulum to the mesentery in front and be- 
hind. (See illustration.) The narrowed lumen of 


the intestine was completely obstructed by traction 
of the diverticulum. 

The distal extremity of the diverticulum was de- 
tached from the navel and the placques of adhesions 
which surrounded the bowel and passed to the 
front and rear of the mesentery were severed by 
careful dissection with the knife. The bowel, when 
thus freed, was found to have but about one-third 
of its normal diameter. 

The fecal current was then controlled on either 
side by the use of rubber-guarded intestinal clamps 
and the narrowed portion of intestine was resected 
asa V. The mesenteric attachment, represented by 
the point of the V, was left intact, and a portion of 
one side of the diverticulum left attached, was 
formed into a flap to fill in the gap at the free border 
and sides of the intestine. The result was a slight 
expansion of the intestinal lumen at the point of 
resection. The Czerny-Lembert suture was used. 
with fine silk and a button-hole stitch. 
Immediately on removal of the clamps the intes- 


tine below was filled with the contents from above 
and it resumed its function of active peristalsis. 

The history of the patient during the first 24 

hours is interesting. He reacted promptly and satis- 
factorily from the operation and anesthesia, his 
pulse, which had been somewhat accelerated during 
the operation, falling to 116, his skin drying off, his 
abdomen becoming soft and the peristalsis good. 
_ At the expiration of eight or ten hours, however, 
his general condition became very unpromising. His 
pulse became weak and finally almost imperceptible, 
the heart-beats running to 180; his skin became 
clammy and peristalsis almost ceased. 

It is believed that this condition of collapse was 
due to poisoning from absorption by the greedy 
bowel below of the enormous quantity of putrefying 
contents poured into it from the bowel above. 

The treatment consisted of an ounce of castor 
oil, by the mouth; a sixth grain of morphine sul- 
phate and one one hundred and fiftieth of atropine 
sulphate hypodermatically, 1500 c. c. normal salt 
solution by hypodermoclysis and as much of the 
same by enteroclysis as could be retained. 

The stimulants tided the patient over a few hours 
till the quickly acting castor oil swept out the foul 
intestinal contents. The patient at once reacted and 
from an apparently desperate condition went on to 
complete recovery. 

During the night following the operation it was 
a subject of regret to me that I had not, while 
resecting the bowel, drained its contents with a 
Moynihan tube. Under similar circumstances I 
would adopt this method, although I recognize the 
additional risk of prolonging the operation and soil- 
ing the peritoneum. 

The points of special interest in this case are: 

(1) The possibility of making a highly probable 
diagnosis of obstruction from Meckel’s diverticulum 
before operation. 

(2) The great danger of toxemia when the con- 
tents of a long-obstructed bowel are permitted to 
flow into the collapsed bowel below. 

(3) The advisability of draining the bowel if the 
patient’s condition permits. 

(4) The value of a quickly acting purgative 
should toxemia arise. 


Watch out for those peculiar round, deep ul- 
cers on the legs, calves chiefly, of girls about 
puberty; and don’t make a diagnosis of syphilis 
till you have excluded Bazin’s disease. 

Never fail to make a section and examine mi- 
croscopically for carcinoma when you are con- 
sulted for an ulcer with a “rampart” border. 

Remember that an irritable ulcer has nerve- 
endings exposed in its floor. Locate the sensi- 
tive points with a probe, and apply pure carbolic 
acid to them.—Bernays’ Golden Rules of Sur- 


gery. 
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A CASE OF AMEBIC COLITIS TREATED BY 
EMETINE HYDROCHLORIDE. 
Van VatzaH Hayes, M.D., 
; New York. 


To Shaudinn and Craig is largely due the credit 
for making clear the varieties and character of the 
ameebae which may be found in the intestines of 


man. 

Only recently the world became indebted to Major 
Rogers of the English Army Medical Service in 
India for a discovery which promises to rob the 
dreaded amebic dysentery of all terrors and to confer 
a benefit of inestimable value not only on those 
living in the tropics but on those in the temperate 
zone as well. For a long time ipecac has been known 
to be of value in these cases. Rogers found that 
he could banish the entameba histolytica from the 
intestine by injecting one-half grain of emetine hy- 
drochloride in sterile water hypodermatically twice 
daily for two days, and then once daily for two or 
three days longer, if necessary. 

I have had an opportunity to test the emetine 
treatment in two or three cases with results uniform- 
ly satisfactory. To illustrate: 

Mr. F., aged 21, presented himself at the Poly- 
clinic Hospital in the latter part of February and 
gave the following history: Born in Brooklyn, he 
had spent his life in the immediate neighborhood, 
never having taken a long journey. In September, 
1911, diarrhea, 10 to 30 movements daily. In Decem- 
ber he discovered that he was passing blood. He 
rested in bed for two weeks and then felt well for 
six or seven months when the dysentery returned 
but was soon controlled by medicine. There was 
now a period of fair health until December, 1912, 
when the frequent bloody movements (10 to 12 
daily) returned. These have persisted with slight 
intermissions, when strong medicines were used, up 
to the present time. Loss of weight in the past 
eighteen months, 15 pounds. For several months 
has been unable to work. 

Physical examination: Good color and fairly 
healthy in appearance. Heart and lungs normal. 
Liver one finger hepatoptosis. Abdomen otherwise 
negative but for moderate excess of flatus. No 
tenderness. Rectal examination showed numerous 
shallow ulcers, covered with a grayish membrane 
and bleeding easily, particularly on the edges of 
the folds. Urine normal. Feces—thin, with blood, 
mucus and “amebae present in abundance.” ; 

Treatment: The patient was put to bed in the 
Polyclinic Hospital and given a diet of peptonized 
milk, rice, pulled bread and butter. In the two 
days that this simple treatment was employed there 
was little improvement. One-half grain of emetine 
hydrochloride was then given in the gluteal muscles 
twice daily for three days and then once daily for 
seven days longer. After two days of the emetine 


treatment the blood and mucus disappeared from 
the stools. The movements, light in color, diminished 
to two or three daily, after the first two days. On 
March the fourth there was no movement until an 
enema was given. The diet during the first week 
in the hospital remained the same, when the ordinary 
soft diet was permitted. After two weeks the rectal 


. ulcers were found to have healed and the patient 


was permitted to go home, since which time he has 
steadily improved, gaining in weight and strength, 
with no recurrence of the dysentery. Examination 
of the stools showed no amebae. 


Surgical Suggestions 


In performing brisement forcé of a knee stiffened 
by prolonged immobilization in a splint or cast, 
the utmost caution should be observed. Under 
these conditions the bones are very brittle and a 
fracture is easily produced. 


Too often the fact is overlooked that, even in 
the absence of a visible scalp lesion, pediculosis 
capitis may cause painful swelling of the posterior 
glands of the neck, with or without cellulitis (re- 
sembling the swelling over an inflamed mastoid) 
and fever. 


In the treatment of peritonitis merely raising 
the head of the bed is not as satisfactory as prop- 
ping the patient up in bed. 


In peritonitis the employment of Fowler’s po- 
sition should not be reserved for post-operative 
treatment. Use it as soon as the diagnosis is made. 


Small epigastric herniae are usually of fat and 
contain no sac.. 


Too thorough purging in preparation for a lap-~ 
arotomy contributes to post-operative distress. A 
simple laxative or an enema is sufficient for most 
cases, and even these can often be dispensed with. 
Urgent cases operated upon without any prepara- 
tion usually do as well, as far as the bowels are 
concerned, as those previously purged. 


In simple gas distention, with discomfort or ac- 
tual pain, within the first thirty-six hours after 
laparotomy very often the most satisfactory treat- 
ment is a hypodermatic injection of morphine. A 
rectal injection of peppermint water may also be 
needed. Purges should be avoided. Eserine may 
help to get rid of the gas, but it adds to the pain. 


The best routine management of the bowels after 
operation is to let them alone. An enema on the 
third or fourth day is usually all that is needed. 


Marked post-operative abdominal distention, 
with nausea, belching and increasing prostration are 
strongly suggestive of acute dilatation of the stom- 
ach. The stomach tube and lavage are indicated 
as they are also in repeated post-operative vomiting, 
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New York, SEPTEMBER, 1913. 
[=== 
A SUCCESSFUL SUMMER WARD- 
COOLING SYSTEM. 


For several years* we have urged the desira- 
bility of equipping our hospitals with apparatus 
for cooling some or all of the wards during 
periods of great heat. This summer we have 
had the great satisfaction of seeing an experi- 
mental plant successfully conducted in a chil- 
dren’s ward at Mount Sinai Hospital, New 
York. A De Greef air-conditioner was adapted 
to the purpose. A small ward, holding four 
cribs, is supplied with fresh, cooled air at the 
rate of 250 cubic feet per minute. Outdoor air 
is forced by an electric fan through a water- 
chamber, the water in which is cooled by brine- 
coils and then through a short duct into the 
ward, where the cooled air enters near the floor 
level. An open transom, regulated by the nurse, 
allows the warmer strata of air to escape from 
the top of the room, and proper circulation is 
thus assured. The ward has been used exclus- 
ively in the treatment of children suffering from 
gastro-enteritis. The results thus far have been 
extremely gratifying. A scientific report of value 
is promised by the Pediatric Department at the 
end of the season’s observations. We are not 
sufficiently familiar with the data accumulated 


1911, page 236; 1912, page 316. 


to know whether this report will satisfactorily 
establish, as the result of cool-room treatment, 
a decided lessening of mortality or shortening 
of the illness. We confess to having been quite 
satisfied of the beneficence of the installation by 
noting that the infants appeared very comfort- 
able and happy in a well ventilated room cooled 
to 70° on a very humid day when the outside 
temperature was 93°. What would not this arti- 
ficial coolth mean, on such a day, to patients 
swathed in binders and struggling with all the 
distressing after-effects of narcosis and serious 
operations! 

The cost of operating the small cooling plant 
at Mount Sinai Hospital, supplying a four-bed 
ward, is estimated at $1.00 per day per patient, 
exclusive of special nursing. The per capita cost 
for a larger ward would be less. The expense 
of installing such a system will depend, in any 
given instance, on the size of the room to be 
cooled; the availability of reserve capacity in 
the hospital’s refrigerating plant; the presence 
or absence of an available air-duct, and its sus- 
ceptibility of ready insulation; the cost of elec- 
tricity for the operation of the fan; and the dis- 
tance between the central refrigerating plant 
and the location chosen for the air-conditioner, 
since insulated brine pipes must be carried to 
the machine which cools the air. 

The installation and operation of an adequate 
cooling system in our hospitals would, indeed, 
be expensive, but less so than are the installa- 
tion and operation of a steam-heating plant. 
Can sick people much better bear the unmiti- 
gated distress of a hot summer day than the dis- 
comfort of an unwarmed room in winter? 

We venture to predict that within a few years 
the plans for hospitals in most sections of this 
country will include a system for cooling at 
least some of the wards. W. M. B. 


MELTZER’S SIGN IN APPENDICITIS. 


About ten years ago Samuel Meltzer, an astute 
clinician as well as a brilliant physiologist, de- 
scribed a sign in appendicitis that has been ac- 
cepted as of decided diagnostic value in doubt- 
ful cases. We refer to it here at this late date 
because we find that the sign is not as generally 
known as it should be, and because it is inade- 
quately dealt with in the text-books. Thus, it is 
not referred to in Johnson’s three-volume treatise 
on Surgical Diagnosis nor in the last (1913) edi- 
tion of Deaver’s Appendicitis; while in Kelly’s 
treatise on Appendicitis (last edition, 1909) it is 
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briefly referred to as “described by B. Mc- 
Monagle (personal communication).” 

Meltzer’s sign is elicited in the following 
manner. With the patient supine and the abdo- 
men relaxed the examiner presses firmly with his 
finger-tips down upon McBurney’s point; the 
patient is then instructed to raise his right thigh, 
with the knee fully extended. If this movement 
causes, or is inhibited by, severe pain, it is 
strongly suggestive of appendicitis, the organ 
being compressed between the contracting psoas 
muscle-and the examiner’s fingers. The test is, 
obviously, inapplicable in the presence of rigidity 
or a mass—in which cases it is not needed. The 
sign is not in itself Giagnostic, both because the 
pain is slight or absent in some cases of appen- 
dicitis, and because it may be marked even with- 
out appendicitis, if the examiner presses very 
firmly or, especially, if the patient is very sensi- 
tive. It is always advisable, therefore, to 
make a comparative test on the left side. 

Meltzer’s test should be part of the routine 
examination in all doubtful cases. It is more 
generally useful than the Head Zone test, since 
cutaneous hyperesthesia usually disappears when 
the acute symptoms subside. It is much more 
useful, too, in our experience, than the so-called 
Rovsing sign (which was previously described 
by an American surgeon, and which has been 
variously modified) viz., pain in the appendix 


_ region on pressing the corresponding point on 


the left side (or, better, pressing upward on the 
descending colon). W. M. B. 


IS THERE A PROPHYLAXIS OF 
APPENDICITIS? 

It is platitudinous to refer to the recognition 
and treatment of appendicitis as one of the 
triumphs of modern medicine. The laity has so 
well learned not only to expect prompt surgical 
treatment, but also to regard with concern every 
formerly despised “belly ache” that today the 
mortality from all forms of the disease is very 
small. But is the triumph complete? Have we 
conquered appendicitis because we can cure 
it? One need not have the actual figures by 
which to multiply the yearly number of cases 
with their average disability in weeks, in order 
to appreciate that the enormous economic loss 
incident to appendicitis is worthy of an effort 
at prevention. 

We have accepted bacterial infection as the 
etiology of appendicitis. But this is not the 
whole answer since it concerns only the final 
and not the primary cause. Congenital and de- 


velopmental anomalies are important factors, in 


our opinion, in at least a small number of cases. 
In the larger number do diet and mode of life 
play no role? A negative answer is not accept- 
able without a much more thorough investigation 
than the subject has ever received. 

In Jefferys’ and Maxwell’s “Diseases of China” 
we read of appendicitis: “The disease is rela- 
tively very rare. Reports are to hand from 
many parts of China on the subject and all agree 
that the disease is very uncommon. It is prob- 
ably a liberal estimate to state that there is not 
more than one case in two thousand hospital in- 
patients among the Chinese. The disease is, 
however, frequently seen among foreigners.” 
Considering the conditions in China, the fact that 
the medical missionaries there have seen but 
few cases of appendicitis among the natives is 
presumptive but, of course, not conclusive evi- 
dence of its rarity. The observations have fur- 
ther significance, however, when we are also told 
that in Shanghai appendicitis is “frequently seen 
in Chinese who keep a foreign table.” The sug- 
gestion of a dietary factor is unescapable, if these 
are facts. 

What is the incidence of appendicitis in the 
other rice-eating countries? What among flesh- 
eating tribes? A nasogeographic study of ap- 
pendicitis might teach us a great deal concerning 
its cause—and prevention. W. M. B. 


THE BRITISH JOURNAL OF SURGERY. 

For many years Germany, France and Amer- 
ica have had monthly journals devoted exclu- 
sively to surgery and they have carried most of 
the important surgical literature of the world for 
the past generation. Oddly enough, Great 
Britain has hitherto: not been independently rep- 
resented in this field and its surgeons have been 
obliged to publish their articles in foreign or in 
general medical journals. 

The defect has been remedied by the estab- 
lishment of The British Journal of Surgery,* 
begun as a quarterly, the first number of which 
appeared in July. The journal has an editorial 
committee of the best surgeons in the British 
Isles, with Sir B. G. A. Moynihan as chairman 
and E. W. Hey Groves as secretary. In size 
and general appearance the publication is much 
like the Quarterly Journal of Medicine. There 
are eight excellent original articles in the first 
issue, two “critical reviews,” and some shorter 
contributions. In typography, paper and illus- 
trations nothing could be improved upon. 


—*John Wright & Sons, Bristol, publishers. Wm. Wood & Co, 
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Surgical Sociology 


Dr. Ira S. Wile, Department Editor. 


Among the various subjects vigorously dis- 
cussed in many of the States of the Union, work- 
men’s compensation is of paramount social im- 
portance. The necessity for workmen’s com- 
pensation applies to all industries; it should not 
be considered as limited to a few selected extra- 
hazardous occupations. Loss of life or injury is 
of equal significance, whether it occurs during 
bridge building or in sorting rags. An equitable 
system of compensation for workmen should em- 
brace all forms of industrial occupation. 

The cost of workmen’s compensation has been 
urged as the practical obstacle to its mandatory 
introduction. It has been held principally by in- 
terested casualty companies that workmen’s com- 
pensations if levied upon the industries would be 
financially confiscatory for many of them. Nat- 
urally, the insurance. companies are not disin- 
terested opponents to the establishment of a com- 
prehensive systematized plan to provide financial 
protection against the disabilities or deaths aris- 
ing from industrial accidents. 

In view of the opposition on the grounds of 
the great financial cost to industry, it is illumi- 
nating to read the masterly statistical study of 


Workmen’s Compensation with reference to its. 


probable cost to the community by Edward Bun- 
nell Phelps in the American Underwriter, Vol. 
XXXVII, No. 2. 

From an inquiry into the experience of railway 


companies operating approximately one half of 


the total railway mileage of the United States, 
employing nearly 57 per cent of all railway em- 
ployees and paying 59.3% of the wages of all 
railway employees, he has tabulated for the three 
years, 1908-9-10, the total number of accidents 
disabling for over two weeks, the payroll, the 
settlements, judgments, and the expense of ad- 
ministration in securing the adjustment of their 
compensations for accidents. Inasmuch as this 
study is based upon an ultra-hazardous occupa- 
tion, the cost of workmen’s compensation in this 
industry may be said to logically represent the 
maximum cost of workmen’s compensation if 
settled upon any one industry. The total figures 
indicate that with an industrial accident rate of 
33.49 per thousand employees, the average com- 
pensation was $203. The annual payroll cost 
amounted to 0.979% while the annual per capita 
cost was only $6.79, notwithstanding the fact that 
the total compensation paid amounted to $17,- 
Incidentally, it must be realized that the in- 
auguration of a workmen’s compensation system 
will bring about greater interest on the part of 
employers to instal devices to lessen the accident 
rate. The decrease, therefore, in the accidents in 
industry will decrease the total per capita cost 


and the percentage of annual payroll costs. In- 
asmuch as the calculated compensation of 0.979% 
of the annual payroll does not include the cost 
of administration, including nearly $1,250,000 of 
court costs and fees of attorneys, this should be 
added to the cost of compensation, thus bringing 
it to 1.24% of the total payroll. It is obvious 
that the cost of administration would immediately 
be diminished insofar as workmen’s compensa- 
tion acts tend to eliminate the costs of litigation 
of industrial accident claims. This would prob- 
ably offset in part the increased compensation 
cost that would follow the enactment of an ade- 
quate system of workmen’s compensation as 
advocated by the United States Commission on 
Employers’ Liability and Workmen’s Compen- 
sation. Mr. Phelps, therefore, establishes as a 
basic figure for the maximum cost the American 
ge in general, a payroll cost not to exceed 

5%. 

In these days of the high cost of living, there 
is a natural tendency to oppose any form of 
legislation which will tend to increase the burden 
of the general public. The payment of compen- 
sation directly to American workers by all em- 
ployers, naturally would become a tax upon the 
industry possibly to be met by an increase in the 
selling price of the commodities manufactured. 
This increased cost, it is urged, would tend to 
increase the burden of the consumer. The 
answer to this is evident in the figures of Mr. 
Phelps. If a workmen’s compensation system 
were to be established in all the manufacturing 
industries enumerated in the 1900 census in the 
United States at a total cost of 1.5% of their 
combined payroll, the total annual cost would 
average $6.49 per employee. If this amount of 
money were to be added to the selling price of 
the commodities manufactured and be distributed 
among the consumers of these articles, it would 
mean that the public would be called upon to 
pay about 27 cents more for each one hundred 
dollars worth of manufactured articles purchased 
by it. About one quarter of one per cent. would 
be added to the price now paid by the public 
for the factory-made articles, if the community 
had to pay for every penny of the workmen’s 
compensation. 

This small tax upon the general public would 
be more than offset by the decrease in expendi- 
ture that would be required for the support of 
crippled, maimed and disabled industrial workers 
in public institutions. It would be counter-bal- 
anced by the decreased expenditures in the de- 
partments of charities for the relief of dependent 
widows and unprotected children. There would 
be a further saving for the consumers through 
a decrease in public hospitals and dispensaries, 
and nursing service. Inestimable gains would 
result from the increase in potential working 
power of protected workmen and in the height- 
ened consciousness of general moral responsibil- 
ity of the community for its working population. 


With the annual wastage of human life and 
power due to accidents and injury, the First In- 
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ternational Exposition of Safety and Sanitation 
in America is, indeed, timely. The American 
Museum of Safety will hold under its auspices 
such an exposition, which will consider the 
various problems related to safety, health, sani- 
tation, accident, prevention and welfare in in- 
dustrial life. Manufacturing, trade, transporta- 
tion engineering, business, will represent sub- 
divisions of this undertaking. The twenty-one 
museums of safety in Europe will contribute to 
make this American exposition of the utmost in- 
terest and importance to the welfare of the work- 
ers of the world. 

America has much to accomplish in the way 
of conserving human resources. The problem 
of workingmen’s compensation is of secondary 
importance to the elimination of the annual sacri- 


fice of forty thousand workers. The two million 
who are injured each year have their potential 
earning ability decreased and no industrial com- 
pensation can make amends for the loss of their 
full activity. 

The first step in securing just working condi- 
tions is the establishment of safety in industrial 
pursuits. The hazards of industry that are inher- 
ent may be minimized by more careful attention 
to the installation of the scientific devices that 
have been or may be developed for the protection 
of workingmen. Because of its national sig- 
nificance there should be a hearty welcome for 
the International Exposition to be held in New 
York City, December 11th to 20th, 1913, and 
may it be fruitful in advancing the science’ of 
industry and preventive medicine. 


We have so much enjoyed this delightful pho- 
‘tograph that we could not resist the temptation 
to reproduce it here that our readers might also 
enjoy a picture so much more natural, more ap- 
pealingly human—so very “different’”—than 


Copyrighted by Surgery Pub. Co. THE INJURED FINGER 


Photograph by Conyers. 


most of the familiar medical pictures. The ex- 
quisite expressions of distress, of curiosity and 
of sympathy on the faces of the three boys are 
worthy of a canvas. Indeed, this trio of street 
gamins is just such a group as the late J. G. 
Brown would have loved to paint. 
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Sterility in the Male and Female and Its Treatment. 
By Max Htuner, M.D., Chief, Genito-Urinary De- 
partment, Harlem Hospital Dispensary, New York. 
Small octavo; 262 pages. New York: ResmMan Com- 
PANY, 1913. Price $200. 

This extremely interesting work on sterility in the male 
and female is one of the most valuable contributions to 
the subject that has come to our notice in recent years. 
To enumerate the illuminating data which the author has 
been able to collect in his painstaking study of years would 
occupy too much space. The little volume is replete with 
minute yet important details in the diagnosis of the seat 
of the lesion, fixing the responsibility on the husband or 
the wife, the possibility of ultimate cure, the chances for 
the latter as offered by treatment. It also supplies an im- 
partial and valuable critique on sterility statistics. 

There is much matter in this volume for which one may 
have sought in vain in standard text-books on physiology 
and on gynecology. The chapters describing the behavior 
of spermatozoa in the genitals of the female and also that 
on the obscure question of azoospermia, must prove of the 
greatest interest, not only to all specialists in this field of 
work, but also to those practitioners who are at all con- 
cerned with the management and treatment of cases of 
sterility. The reading of the text is very easy, and one 
turns to the last page satisfied that he has learned much 
that is interesting and a good deal that is valuable and 
entirely original. 
of suggestions for further research and investigation which 
cannot fail to appeal to special workers in the problem of 
sterility. 


Flatulence and Shock. By F. G. CrooxsHank, M.D., 
Lond. M.R.C.P., Physician N. W. London Hospital, 
etc. New York: Paut B. Hoeser, 1913. Price $1.00. 


This little monograph of some 45 pages of subject matter 
is unique for the manner of treatment of the one, rather 
vulgar but very important affliction, flatulence, and the 
other more difficult subject of shock. There is a certain 
ease and grace of style which runs through the text which, 
apart from the essential scientific value of the work, makes 

is a rare contribution to medical literature. It is for 
the latter, if not also for the scientific discussion of the 
two subjects treated, that the little book will be read. 


Blood-Pressure From the Clinical Standpoint. By 
Francis AsHtey Faucut, M.D., formerly Director of 
the Laboratory of Clinical Medicine of the Medico- 
Chirurgical Hospital; Instructor in Medicine at the 
Medico-Chirurgical Hospital, Philadelphia. Octavo; 
281 pages; illustrated. Philadelphia and London: 
W. B. Saunpers Company, 1913. 

This book presents a very complete discussion of blood- 
pressure and its relation to medicine and surgery. In the 
past few years the use of the sphygmomanometer has be- 
come much more extensive, so that the up-to-date practi- 
tioner ought to be thoroughly familiar with the instrument 
and the information derived from its use. It is the func- 
tion of Faught’s book to put such information before the 
reader in a simple and direct manner. Purely theoretical 
considerations of blood-pressure and the mechanics of the 
circulation are given little space, as the book aims to be a 
practical one. The relation of blood-pressure to various 
diseases is discussed in detail, that portion dealing with 
disease of the heart and of the kidney being particularly 
thorough. The work constitutes, indeed, a fairly complete 
résumé of the recent literature on blood-pressure, and as 
such deserves to be read by anyone interested in this 

- subject. 

Diseases of the Rectum and Pelvic Colon. By Martin 
L. Bopxin, M.D., New York. Rectal Surgeon, St. 

, Mary’s Hospital, the Williamsburgh Hospital and the 

Howard Orphan Asylum. Octavo; 416 pages: illustra- 
tions by Francis A. k. New York: B. Treat 
& Co., 1913. Price, $3.50. 


There are besides an abundant number - 


This is a compact treatise on the subject, including much 
of what a general practitioner should know of the diseases 
of the rectum ard colon. It is written concisely and to 
the point. The chapter dealing with catarrhal diseases 
of the rectum and colon appears to us to be the best written 
chapter in Bodkin’s book. The illustrations are very well 
drawn but are too schematic throughout. To those wish- 
ing a small book on the subject this one can be recom- 
mended. 


Laboratory Methods: With special reference to the 
needs of the general practitioner. By B. G. R. Wu- 
t1aMs, M.D., Member of the Illinois State Medical 
Society, American Medical Association, Etc.; assisted 
by E. G. C. WittraMs, formerly Pathologist of North- 
ern Michigan Hospital for the Insane. With an intro- 
duction by Vicror C. VaugHan, M.D,, LL.D., Pro- 
fessor of Hygiene and Physiological Chemistry and 
Dean of the Department of Medicine and Surgery, 
University of Michigan. Second Edition. Octavo; 
210 pages; 43 engravings. St. Louis: C. V. Mossy 
Company, 1913. 


The writers of this book have certainly kept the needs 
of the general practitioner in view with a vengeance 
Nothing more summary or self-explanatory could be imag- 
ined in a text-book. The statements are sharp and clean- 
cut and, as a rule, only one method, that which the authors 
think the best, is offered. Their solicitude for the welfare 
of the practitioner even includes the reminder that a towel 
is required in the course of certain examinations. We 
have no doubt that there are general practitioners for 
whom a book of this character is better than nothing at 
all, but the average practitioner, we are sure, would be bet- 
ter satisfied with a book of wider scope and discursive- 
ness. 


Golden Rules of Diagnosis and Treatment. By Henry 
A. Castes, B.S., M.D., Professor of Medicine at the 
College of Physicians and Surgeons, St. Louis. Second 
edition; revised and rewritten. Octavo; 318 pages. St. 
Louis; C. V. Mosry Company, 1913. 


This small volume contains many helpful hints of use 
to the physician, as regards both treatment and diagnosis. 
The subject matter covers a large number of the commoner 
diseases and is arranged in the form of short aphorisms 
and precepts. This is the second edition and has been 
entirely rewritten, while chapters on the infectious diseases 
have been added. 


How to Collect a Doctor Bill. Wf 4 Frank P. Davis, 
M.D., Secretary, Oklahoma State Board of Examiners. 
Duodecimo; 98 pages. Newark, N. J.: PHysicians 


Druc News Co., 1913. 


This little book aims to present briefly to the physician 
the business side of his calling. It contains many helpful 
suggestions relative to collecting accounts and it should 
therefore prove of considerable value. It contains a com- 
pax copy of the exemption laws of each State in the 

nion. 


Books Received 
The Surgical Clinics of John B. Murphy, M.D., at 
Mercy Hospital, Chicago, Volume II, Number III. 
(June, 1913.) Octavo; 185 pages; 62 illustrations. 
Philadelphia and London: W. B. SaunpERs CoMPANY, 


1913. Published Bi-Monthly. Price per year: Paper, 
$8.00. Cloth, $12.00. 


Hygiene and Sanitation. 
Gerorce M. Price, M.D., author of “A Hand-Book 

mf Sanitation,” etc.; Director of Investigation, N. 
State Factory Commission. Duodecimo; 236 pages. _ 
Philadelphia and New York: Lea anp Festcer, 1913. 


A Text-Book for Nurses. 
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Progress in Surgery 


A Résumé of Recent Literature. 


A Manipulation for the Conversion of Face-Presenta- 
tions. (Ein Handgriff zur Umwandlung der Ge- 
sichtslage.) W. Miinchener, Medi- 
sinischer, Wochenschrift, June 10, 1913. 


_ The manipulation can be carried out by one person and 
is as follows: One hand enters the vagina and the uterus. 
The thumb is introduced into the mouth of the child while 
the other fingers are extended, the tips reaching for the 
sternum of the child. The chin of the latter is then ele- 
vated while pressure against the breast tends to correct 
the lordotic position of the spine. At the same time the 
external hand presses against the breech and aids the 
internal hand in straightening out the position of the 
child. The maneuver was tried in five cases. In three 
cases it was extremely easy. In one case it failed be- 
cause of an existing monstrosity, and in another it failed 
because the occiput was crowded too firmly in the pelvis. 
The indications for this manipulation are prolonged labor 
in spite of ruptured membranes and dilated os, for prophy- 
lactic reasons when difficult and prolonged labor is prob- 
able and where version can no longer be done to terminate 
labor rapidly for definite reasons. The contraindications 
are: Threatened uterus rupture, all situations requiring a 
rapid termination of labor in the interest of mother and 
child, placenta previa or low situation of the placenta, 
markedly contracted pelvis and abnormal size or construc- 
tion of the child’s head, as hydrocephalus, anencephalus, 
encephalocele, foetal struma, etc. 


The Role of Ovarian Disease in the Production of 
Sterility. A Preliminary Contribution. Gro. W. 
Kosmak, Bulletin of the Lying-In Hospital of New 
York City; June, 1913. 


Kosmak emphasizes the necessity of seeking for the 
cause of sterility in the female in the ovary and not 
merely in displacements and defects in the uterus. He 
believes that the removal of one diseased ovary con- 
tributes to increased function in the other, as evidenced 
by an improvement in the menstrual conditions and the 
greater possibility of subsequent pregnancies. The re- 
moval of such diseased ovary does not, however, influence 
the determination of sex, as the proportion of sexes in 
children born after the removal of the right or the left 
ovary is about equal. 


The Thyroid in Pregnancy. James W. Markog and 
Lucius W. Wine, The Bulletin of the Lying-In Hos- 
piial of New York, June, 1913. 


Altogether 1,586 cases of pregnant women were studied ; 
primipare showing 83 cases of thyroid enlargement, 
and 734 multipare showing 49 cases. The general aver- 
age was 8.3 per cent. In eight cases varying degrees of 
hyperthyroidism were present; in two others it also prob- 
ably existed in a mild degree. With one exception the 
symptoms of hyperthyroidism practically disappeared 
within two weeks of postpartum, and in this one case they 
were diminished, later becoming more severe with the 
beginning of another pregnancy. The earliest onset of 
these goiters varied considerably, a large proportion, how- 
ever, first appearing during pregnancy. The cases of hyper- 
thyroidism did not ‘require interference. In the great 
majority of cases there is a subsidence of symptoms fol- 
lowing the pregnancy, and if succeeding pregnancies occur 
they are less likely to be severe. 


The Sero-Diagnosis of Pregnancy by the Dialysation 
Method. C. F. Jertincuaus and J. R. Bulle- 

tin of the Lying-In Hospital, New York, June, 1913. 
The errors in technic which have made the use of this 
serum test as first recommended by Abderhalden unre- 


liable are given in detail with the special view to save 
others who may be interested in this research work from 
falling into the same pitfalls. The last modification of 
the method as practiced by its originator has proved sat- 
isfactory in the hands of the authors. The latter, how- 
ever, favor the dialysation method because it can be car- 
ried out without expensive apparatus and also because it 
is within the reach of the average laboratory worker. 
Improved and almost uniform results have followed the 
adoption of the improved technic. It is possible, they 
claim to distinguish by the dialysation method, between 
the healthy pregnant and the healthy non-pregnant woman, 
and hence this test is most serviceable in certain condi- 
tions where it is desirable to establish the presence or ab- 
sence of pregnancy. The work of Jellinghaus and Losee 
has not altogether proven the assertion of Abderhalden 
that it is a specific serum reaction for pregnancy, inasmuch 
as it proved positive in undoubtedly non-pregnant cases as 
in certain cases of fever and carcinoma. 


The True Prophylaxis of Cancer of the Uterus. 
(Die wahre Prophylaxe des Uteruskrebses.) L. M. 
Bosst, Zentralblatt fiir Gyndkologie, July 5, 1913. 


Bossi reiterates his claim that the only true prophylaxis 
against uterine cancer is the surgical removal of diseased 
portions of the cervix of the uterus at the earliest possible 
moment. In 7,000 cases in which he removed diseased 
areas of the cervix he never encountered a case of cancer. 
The genesis of cancer is to be sought in histological rather 
than in microbic causes. The general failure to find a 
true bacterial origin of cancer on the one hand, and 
Bossi’s personal experience with his prophylactic surgery 
on the other, have convinced him that cancer of the cervix 
of the uterus develops upon the basis of some benign 
diseased process as erosion, endocervicitis, small cysts, etc. 


Pregnancy Following Acromegaly. (Schwangerschaft 
nach Akromegalie.) Lajos Kat.epey, Zentralblatt 
fiir Gynakologie, July 12, 1913. 


A remarkable instance of pregnancy following an attack 
of acromegaly is reported by Kalledey. The patient began 
to menstruate at 17 years, married at twenty and lost her 
periods two years later. She then began to grow rapidly 
fat, and after six years began to show unmistakable signs 
of acromegaly. She was practically untreated for four 
years thereafter, when the author started her on intra- 
venous injections of ovariin. After six injections the 
ataxia was markedly improved; after the sixteenth injec- 
tion the patient walked without any difficulty. The treat- 
ment then consisted of the internal administration of the 
tablet preparation of the ovary extract (cow’s ovary). 
Two months after the beginning of treatment the patient 
had scanty menses, which was followed one month later 
by a copious flow of six days’ duration. She lost about 
18 pounds during this time. The next menses did not 
appear at the regular time, and examination revealed an 
early gravidity which continued to the fifth month when 
the patient was last observed. The course of the ad- 
vanced pregnancy is to be reported at some future time. 
The case is interesting not only as an occurrence of preg- 
nancy following a well-established acromegaly, but. illus- 
trates furthermore the value of the antagonistic action of 
the ovarian extract in cases of hyperpituitarism. 


The Use of Zuelzer Hormonal to Induce Peristalsis 
in Operative Gynecology. (Das Zuelzer Peristal- 
tik-hormonal in der operativen Gynékologie.) J. 
Sztnassy, Zentralblatt fiir Gynakologie, July 12, 1913. 


The author reports his experiences with the use of 
hormonal in 200 cases of laparotomies for various indica- 
tions. His conclusions are as follows: The intramuscular 
injection of hormonal is of use after laparotomies, first, 
to prevent intestinal paresis, and secondly, to regulate the 
intestinal function during convalescence. Such injection 
intramuscularly of the hormonal is absolutely safe. Its 
intravenous injection, however, should be avoided. 
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The Rational Treatment of Tetanus. A. P. C. AsH- 
Hurst and R. L. Joun, Philadelphia. American Jour- 
nal of the Medical Science, July, 1913. 


From a very complete study of the literature and from 
a consideration of the results obtained in twenty-three 
cases of tetanus treated at the Episcopal Hospital in 
Philadelphia, the authors conclude that, given a case of 
tetanus, the therapeutic procedure should be as follows: 

“The patient will be placed in quiet, with competent 
nursing facilities. As soon as possible after coming un- 
der observation, whether this be in the small hours of 
the night or at bright noon tide, the motor nerves leading 
from the wounded part will be exposed, as near to the 
cord as practicable, and as: much antitoxin as each will 
contain will be injected toward the spinal cord. An intra- 
spinal injection of at least 3,000 units will then be made 
according to the usual technique for spinal anesthesia. If 
it is possible to prick the cord with the needle, so much 
the better. Next the wound of entrance of the infection 
will be widely opened, all foreign bodies, sloughs, etc., 
will be removed by forceps, scissors, or scalpel; the 
wound will be irrigated with hot peroxide of hydrogen, 
swabbed out with 3 per cent alcoholic solution of iodine, 
and loosely filled with gauze soaked in the same solution, 
and injection of antitoxin will be made (1,500 to 3,000 
units) deeply into the muscular tissues around the wound. 
Continuous proctoclysis, as used in cases of peritonitis, 
will be given; and by mouth or in the rectal fluid will be 
administered effective doses of chloral and bromides, at 
appropriate intervals. Feeding will be enforced, by the 
nasal tube passed under chloroform anesthesia, if neces- 
sary. During the course of the first day a moderate 
amount of antitoxin will be administered intravenously; 
probably 10,000 units will suffice. 

“The intraneural and intraspinal injections of antitoxin 
will be repeated daily, under chloroform anesthesia, until 
marked decrease in spasticity occurs. Every twelve hours, 
or less often, a moderate amount of antitoxin will be in- 
jected intravenously, or even subcutaneously, so as to 
neutralize the circulating toxins; but the main reliance 
will be placed on intraneural and intraspinal injections. 
The administration of spinal depressants will be continued 
so long as they are indicated; a comatose state or mus- 
cular relaxation naturally are contraindications. The 
wound will be dressed daily, as above described, until a 
healthy granulating surface is obtained. 

“With such treatment, commenced within twelve hours 
of the first appearance of symptoms of tetanus, we believe 
the mortality of the disease should not be over 20 per 
cent. 


The Effect of Temporary Occlusion of Renal Circula- 
tion on Renal Function. R. Firz and L. G. Rown- 
TREE, Baltimore. Archives of Internal Medicine, 
July 15, 1913. 


Realizing the importance of the question as to how long 
a time the renal vessels may be clamped during operation, 
the authors carried out a series of experiments on ani- 
mals. They clamped the renal vessels in rabbits and dogs 
for varying periods of time, and subsequently tested renal 
function by means of phenolsulphonephthalein, lactose, 
potassium iodid and water excretion. The presence or 
absence of albumen and casts was observed, and finally the 
results were controlled by histological examinations of the 
kidneys. Their experimental results warranted the fol- 
lowing conclusions: 

1. In rabbits and dogs with one kidney removed, the 
circulation of the other kidney may be clamped for as 
long a time as forty minutes with recovery. If the renal 
circulation is clamped for a longer time, the animals die 
with signs of renal insufficiency. 

In animals with the circulation clamped for not longer 
than forty minutes, temporary disturbance in renal func- 
tion is produced as shown by the presence of albumin and 
casts in the urine, by a diminished phthalein output and 
by a delayed lactose and iodid excretion. Normal func- 
tion is regained within six days. 

3. Acute or healed pathological changes are found in 
kidneys so treated. The acute changes consist of edema, 


hemorrhage, necrosis and cellular infiltration, The healed 
changes consist in foci of connective tissue. No progres- 
sive lesion is found. 

4, Except in the most extreme cases, there is no definite 
relation demonstrable by the functional tests used between 
the pathological and functional disturbances produced. 

5. In rabbits with one normal kidney, the circulation of 
the other kidney may be clamped for at least an hour 
without permanent injury to the animal’s general condi- 
tion or renal function. 


Mucous Cyst of the Cecum. A. D. Brackaper, Mon- 
treal. American Journal of Diseases of Children, 
August, 1913. 


Blackader reports in detail a very unusual case of 
mucous cyst of the cecum. The condition occurred in an 
infant who, though breast-fed, began to vomit affer the 
second month of life. Two weeks later, when examined, 
a sausage-shaped tumor was found in the right lower 
abdominal quadrant. Distinct peristalsis was visible. The 
child was operated upon under spinal anesthesia and the 
oblong tumor involving the lower ileum and cecum was 
resected, and an end-to-end anastomosis done. The speci- 
men removed proved to be not an intussusception but a 
mucous cyst situated in the wall of the cecum opposite 
the appendix. This cyst, about two centimeters in diame- 
ter, had caused obstruction of the gut. 

The author has been able to find in a search of the 
literature only three cases of a similar nature in which 
an intestinal retention cyst caused obstruction. 


The Diagnosis of Intussusception by X-Ray. Irvinc M. 
Snow and MarsHaLt Cuinton, Buffalo. American 
Journal of Diseases.of Children, August, 1913. 


The authors report a case of intussusception in an infant 
of three months, in which the diagnosis was aided by the 
use of x-rays. The patient was x-rayed after having had 
a bismuth emulsion injected into the rectum. The picture 
plainly shows the occlusion of the bowel due to the in- 
vagination. The authors believe this to be the first case 
in which a radiograph has aided in the diagnosis of the 
condition, and they advocate further trial of x-ray exami- 
nation in cases of intussusception. 


; The Luetin Skin Reaction in Syphilis. Davin J. Katisk1, 


New York. New York Medical Journal, July 5, 1913. 


The examination of a large number of syphilis and con- 
trol cases, in respect to their reaction to the intradermic 
injection of luetin, according to the technic elaborated by 
Noguchi, leads Kaliski to the following conclusions: The 
test is of little value in the active early stages of syphilis, 
i.e, in the primary and secondary stages. The test is of 
little help in the so-called parasyphilitic conditions, espe- 
cially the old degenerative types. In cerebro-spinal 
syphilis, on the other hand, it is of service, and the results 
in an extensive series of cases in the active stages of this 
disease should approach those obtained in the tertiary 
period. In the tertiary stage of syphilis the reaction 
seems to be of most value and is a valuable supplement 
and adjunct to the Wassermann reaction. In a large 
series of cases the test was specific for lues, with the ex- 
ception of five per cent of the cases in which syphilis may 
possibly have been a factor. 


Incontinence of Urine in Women. H. A. ‘Kety, Balti- 
more. The Urologic and Cutaneous Review, June, 1913. 


Attention is called to that form of incontinence occurring 
in middle age and not necessarily associated with child- 
birth. A visible lesion of the urinary tract is not to 
be found; the cystoscope occasionally reveals a gaping 
and sluggish internal sphineter. Kelly believes that the 
“key to successful treatment lies at the internal orifice 
of the urethra and in the sphineter muscle which controls 
the canal at this point,” and he describes a plastic opera- 
tion upon this region. He has performed the operation 
on many women suffering from incontinence and has 
succeeded in relieving every case unless destruction of 
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tissues at the urethral orifice has previously occurred. The 
operation consists in exposing the neck of the bladder 
(a mushroom catheter is inserted into the bladder as a 
guide) and then suturing together the torn or relaxed 
tissues at the neck; fine silk mattress sutures are employed 
for this purpose. Redundant vaginal mucous membrane 
is removed and the muscosa is snugly sutured against the 
bladder sutures. The catheter is removed after the 
bladdder sutures are placed. 


Curved Osteotomy. (Ueber 
mie). E. STREISSLER, Graz. 
Chirurgie, June 17, 1913. 

_ Bow-shaped osteotomy, instead of the usually employed 

linear or cuneiform osteotomy, is warmly advocated by 

Streissler. He illustrates the excellent results in a varied 

series of cases. The advantages claimed are: 1. The 

least possible shortening exists after redressement. 

2. There is practically no break in the contact of the bone- 

surfaces; more rapid and firmer consolidation is therefor 

to be expected. 3. Dislocation of the ends of the bone is, 
in many cases, avoided; such dislocations may easily occur 
in the linear osteotomy. 4. The ugly bayonet deformity 
after the generally employed operation does not occur. 

Streissler states that curved osteotomy is as simple of 
performance as the other methods. He lays no claims to 
originality for his method; his publication is an attempt 
to revive the method. 


The Ambulant Treatment of Fractures by Plaster-of- 
Paris Dressings and Extension Rods. (Die Ambu- 
lante Behandlung von Knockenbruechen mit Gipsver- 
baenden und Distraktionklammern). HACKENBRUCH, 
+ arpa Deutsche Zeitschrift fuer Chirurgie, June, 


Bogenfoermige Osteoto- 
Archiv fuer Klinische 


In 1902, Hackenbruch described a modification of Von 
Eiselberg’s method for the treatment of fractures by 
extension. The method, as now perfected, consists in the 
inclusion of two of these “valves” in the plaster dressing. 
As soon as the circular bandage is firm it is cut through 
at the level of the fracture and two of the rods are set 
in place, one on each side, by additional plaster bandages. 
The rods consist of two halves joined by an endless screw 
or turn-buckle, permitting application of extension to the 
desired amount. The ends of the rods are attached to 
horizontal pieces, that may be placed in any position. An 
additional piece may be attached to the rods to make lateral 
pressure on the fragments. 

The ingenious apparatus finds its greatest applicability 
in fractures of the lower extremities. Patients may safely 
be up and about within two weeks of the injury. Align- 
ment of the broken bones—correcting overlapping—is se- 
cured by turning the screw and thus separating the 
plaster of paris cuffs. 


Foreign Body (Instrument) in the Sphenoid Sinus. 
Isaac M. Hetter, The Laryngoscope, May, 1913. 


Voislawsky is the first to have reported a foreign body 
in the sphenoid sinus as the result of operative inter- 
ference. In this case a piece of cotton became detached 
from an applicator while opening up the sinus. Heller 
adds another case. While entering the sinus with a Hart- 
man alligator forceps the patient suddenly twisted her head 
to one side and on removing the instrument the terminal 
section was found missing. X-ray pictures showed the 
location of the foreign body in the right sphenoidal sinus. 
Some time later a second operation was performed and 
with a Hajek sphenoidal forceps, the anterior wall was 
taken away down to the floor. A dressing forceps easily 
removed the missing part. 


The Obliteration of the Mastoid Excavation by the 
Implantation of a Tissue-Flap taken from the 
Temporal Muscle. Samuet IcLauer, The Laryngo- 
scope, May, 1913. 

In his operation Iglauer exposes the posterior portion 
of the temporal muscle from which a pedunculated flap is 
formed. This flap is then rotated downward and back- 
ward and is tucked into the maistoid gap which is thus 
completely filled with viable tissue. Drainage is provided 


by a rubber tube extending from the mastoid antrum to 
the lower angle of the mastoid incision. 


Complications of the Operation for Removal of Ton- 
sils. CHarLES W. RicHarpson, The Laryngoscope, 
June, 1913. 

The author cites his own experiences and among the 
complications were the following: Hemorrhage. He feels 
that an error in technic and accidents are more frequently 
the cause of this complication than hemophilia. He states 
that there is less danger when the operation is performed 
by finger enucleation. Hyperpyrexia without known cause 
is sometimes a complication. e should not be unprepared 
to have a case with this complication end fatally. Wishart 
reports a case of a young girl, who, after the operation, 
had a temperature rising to 107 degrees and who died 
twelve hours after the operation. The author had a similar 
case in a child of four who died a few hours after the 
operation. He has had two cases result in infarct of the 
lung, one in a man 45 years of age, who, six days after the 
operation, ran a septic temperature with a constant cough, 
and complained of great pain in the base of his right lung. 
Some weeks later an abscess developed and an operation 
was performed with a favorable result. The other case 
was a young woman of twenty-four. Ten days after the 
operation she developed a severe cough and later ex- 
pectorated large quantities of pus. This case recovered 
with the administration of hexamethylenamia. 

Mild sepsis enduring for a few days is a frequent com- 
plication of tonsilectomy. Sonntag reports a case de- 
veloping torticollis with swelling of the knee and right 
wrist, death occurring from general infection. Dean has 
reported three cases, one dying of general sepsis; a second 
was a case of cerebral thrombosis with recovery, which 
did not manifest itself until fifteen days after the operation. 

Emphysema is rather a rare complication. One case is 
reported by Parrish and the author had a mild case de- 
velop in his practice. Pneumonia and pleurisy as sequele 
are not usually reported but there is a sufficient number of 
cases to indicate that such complications do occur. The 
author had two cases of pleurisy, which recovered, and 
one case of pneumonia. Coley reports three cases of septic 
infection of the serous membranes and Putnam has seen 
two cases of meningitis. Among other complications may 
be mentioned disturbance of the nervous system, status 
lymphaticus, a dermal rash appearing a few days after 
operation and local disturbances such as edema, hematoma, 
abscess, torticollis, injuries to the surrounding parts, 
especially the uvula, and infection of the middle ear and of 
the cervical glands. 


End Results of Nephrectomy. Das Spaetere Schicksal 

der Nephrektomirten). KueMMEL, Hamburg. 

Archiv fuer Klinische Chirurgie, May 26, 1913. 

A large series of cases operated upon by Kuemmell have 
been followed during many years and the author bases 
his viewpoint upon an analysis of the results. The fate 
of a large proportion of nephrectomized individuals is 
determined in the first year after operation. Excluding 
immediately post-operative fatalities, many of the cases 
of tuberculosis, tumor and severe pyonephrosis die in that 
first year. A relatively large proportion of the early 
cases of tumor and of tuberculosis that live through the 
second and third years remain permanently well; if they 
pass through the fourth year in good general health and 
with approximately normal urinary findings they may be 
considered permanently cured. However, many patients 
nephrectomized for tuberculosis die in the second and third 
years if the remaining kidney was not quite intact at or 
soon after operation. 


False Spina Bifida. (Medulloma or Medullo-Embryo- 
ma). [Les Faux Spina-Bifida (Medullomes ou Me- 
dullo-Embryomes)]. E. Estor and E. Errenne, Mont- 
pelier. Revue de Chirurgie, June 10, 1913. 

.The authors report a case of a congenital tumor in the 
cervical region resembling a spina bifida and describe a 
second instance reported by another observer. They point 
out that, as demonstrated by the operation, this tumor, 
overlying the spinous processes, bears no relation to any 
described form of spina bifida contained in a firm-walled 
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sac, the tumor dissects deeply into the perispinal tissues. 
Microscopically the picture is that of distorted nervous 
tissues, and is, therefore, classified as a medulloma. Em- 
bryologically, however, the origin of the tumor may be 
a second embryo whose development ceased at an early 
— ; the term “medullo-embryoma” is therefore sug- 
geste 

It is important to differentiate the type described by 
Estor and Etienne from spina bifida—complete excision is 
not always indicated or desirable for the latter but is the 
rational method for the former. 


The Significance of Post-Operative Hiccough in 
Urinary Lesions. (De La Signification du Hoquet 
Post-Operatoire Chez Les Urinaires). Marion, 


Paris. Journal d’Urologie, May 15, 1913. 


The first case observed by Marion in which hiccough 
developed after operation was a prostatectomy. Hiccough 
persisted and became steadily worse and the patient died 
on the twelfth day. Absolutely no cause for the hiccough 
or for the fatal issue could be determined. Since that time 
Marion has observed six additional instances, none of 
which were fatal. -He believes that every patient suffering 
from disease of the urinary tract is, under certain condi- 
tions, exposed to the possibility of post-operative hiccough. 
In one case this distressing symptom appeared after each 
of two operations on the urinary tract. 

Marion advances the theory that the post-operative hic- 
cough is a symptom of urea intoxication. He treated his 
last four cases on that basis (forced fluid diet) with ex- 
cellent results. The decrease of the large amounts of urea 
in the blood could be measured and the therapeutic result 
thereby controlled. The fluid diet should be free from 
nitrogeneous elements and should, if necessary, be accom- 
panied by antispasmodic drugs. 

Post-operative hiccough, may, of course, be due to peri- 
tonitis or to hysteria, but the type described by Marion, 
not associated with fever and sometimes accompanied by 
drowsiness or even coma, is very distinct and should 
always be borne in mind. 


Observations on the Treatment of Acute Suppuration 
of the Middle Ear. Perry G. Goipsmiru, Journal of 
Ophthalmology and Otolaryngology. 


After a very thorough discussion of the pathology of 
acute middle ear suppuration the author divides the treat- 
ment into two stages: First, before the discharge appears 
through the drum head, and second, after perforation has 
taken place. In the first place the main indication is to 
relieve pain and to restore the tympanic cavity to the 
normal state. Four conditions may be found on examining 
the membrane. 

1. A reddened membrane. In such cases only general 
treatment and rest are indicated with perhaps some sooth- 
ing locally. 

. Intense injections of the membrane where the same 
treatment may be carried out. 

3. Radiating vessels with varying degrees of injection. 

4. A slight bulging of the membrane. 

In all these cases it is possible for the patient to get well 
without opening the drum. 


Esophageal Tuberculosis; Critical Review. Lorenzo B. 
Locxarp, Laryngoscope, May, 1913. 


Lockard states that tuberculosis of the esoph is 
more frequent than is generally supposed, although this 
organ is affected less than any other organ in the body. 
A probable reason for immunity to primary infection is 
the absence in the human esophagus of any considerable 
amount of lymphatic tissue. Many cases are reported of 
direct extension of the tuberculosis from the pharynx and 
larynx, although some cases are due to infection through 
the blood, from caries of the vertebrae, extension from 
bronchial glands, etc. 

A diagnosis of tuberculosis must be made largely by 
exclusion, eliminating such diseases as syphilis, cancer, 
caustics, stenosis through compression, actinomycosis, non- 
tuberculous diverticulum and sporotrichosis. 


and in this instance the sprain was slight. 


On the Injection of Phenol-Camphor in Various Joint 
i Including Tuberculosis, and in Cold 
Abscesses. (Uber Phenolkampferbehandlung ver- 
schiedener, auch tuberkuloser Gelenkerkrankungen 
und Kalter Abszess.) F. Pant, Zuntralblatt fiir 
Chirurgie, May 24, 1913. 

Pahl is enthusiastic over the results obtained by inject- 
ing phenol-camphor (acid carb. liquef. 30.01, camph. trit. 
60.0, spir. alcohol, 10.0) into various joints and cold ab- 
scesses. In tuberculous joints especially the results ob- 
tained were excellent. A case of arthritis deformans of 
both knees he regards as cured. The amount of injection 
is 2 to 5 ccm., which may have to-be repeated a number of 
times. Occasionally a marked reaction ensues, which sub- 
sides shortly. 


The Kinetic Theory of Surgical Shock and Anoci- 
Association. Geo. ILE, Interstate Medical 
Journal, June, 1913. 

By this theory Crile means that psychic strain as well 
as trauma contribute greatly to production of shock by 
exhaustion of the potential energy of the brain cells. The 
important deduction is derived, that every factor tending 
to produce fear, emotion, etc., before an operation should 
be carefully eliminated. Therefore Crile recommends the 
following ——— before abdominal or goiter opera- 
tions. 1. Preliminary injection of morphine and scopola- 
mine. 2. If local anesthesia is employed, infiltration with 
novocaine 4%. 3. Nitrous oxide anesthesia, either alone 
or with ether. 4. As soon as the patient is unconscious, 
infiltration of the subcutaneous tissues with 4% novocaine. 
5. Infiltration of the peritoneum with %2% solution of 
quinine and urea hydrochloride. 6. Infiltration of a num- 
ber of intra-abdominal organs, handling of which is 
known to cause shock; such as the meso-appendix, the 
base of the gall-bladder, uterus and ligaments, parietal 
peritoneum, etc. In operations for Graves’ disease, Crile 
ps devised an elaborate system to prevent ante-operative 
ear. 


Epididymitis' due to the Colon Bacillus. Watrer S. 
Reynotps, New York, American Journal of Medical 
Sciences, July, 1913. 

Reynolds reports a rather severe epididymitis following 
a cystitis in which the bacillus coli was demonstrated in 
pure culture. There was no urethritis. The exudate was 
very slow in subsiding. Reynolds believes that the infec- 
tion travels in most cases through the ejaculatory ducts, 
either from a posterior urethritis and cystitis, or it may 
arise through infection from the intestine, either with or 
without a gross lesion. 


Ethyl Chloride in the Treatment of Cutaneous Epithe- 
lioma. H. Serttn, Yucatan, Lancet, June 14, 1913. 
Seidelin reports three cutaneous cancers (vodent ulcers) 
of the face, cured by the repeated application of ethyl- 
chloride. He keeps up the freezing for five minutes or 
more at a time. There is little local reaction and but 
slight pain which disappears quickly. 


Pseudo-Fractures of Transverse Processes. O. L. Ruys, 
Cardiff, British Medical Journal, May 24, 1913. 
Rhys has found six cases in which x-ray examination 
showed a distinct separation of the transverse process of 
one of the vertebrae; apparently indicating a fracture. 
In only one case, however, was there a history of injury 
In the other 
five cases there was no history of injury. Rhys believes 
that the lesion is due to non-ossification and is not a true 
fracture. This point is of medico-legal interest. 


A Pr Note Upon an Experimental Inves iga- 
tion of Concussion of the Spinal Cord and Allied 


Conditions. A. Newton, British Medical Journal, 
May 24, 1913. : 

Newton conducted a series of animal experiments, pre- 
cisely carried out, to determine the effect of concussion of 
the cord. Small weights were allowed to fall upon the 
exposed dura; the cord was compressed with a small piace 
rod for varying times, and the circulation was interfered 
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with by compression of the abdominal aorta. In all the 
experiments, definite symptoms, such as partial motor 
palsy, distension of the bladder, etc., ensued. 

The provisional conclusions to be drawn from these ex- 
periments are as follows: : A 

1. The spinal cord is extremely sensitive to slight degrees 
of concussion and compression. 

2. Despite the slight anatomical changes demonstrable 
after lesser degrees of injury, the resulting disturbance 
of function is considerable. 

3. After concussion which has quite abolished motor 
efferent conduction, sensory conduction can still be demon- 
strated. 

4. Arrest of the spinal cord circulation by aortic com- 
pression abolishes spinal cord function in from fifteen to 
thirty seconds. 

5. These experiments support the view that there is an 
organic basis for the signs and symptoms of “railway 
spine” and allied conditions of traumatic neurasthenia. 


Hygroma Cysticum Colli. Cuartes N. Down, 
York. Annals of Surgery, July, 1913. 
Dowd reports four cases, and concludes that: 


1. Cystic hygromas of the neck have been described for 
many years and their existence is undoubted. 

2. The term should be restricted to cysts lined with 
endothelium and having a marked power of growth. 

3. Such cystic growths are uncommon. A careful 
search of the literature has so far revealed records of 
only 91 cases located distinctly in the neck and 35 cases 
located principally in the axilla, but in part at least ex- 
tending there from the neck. 

4. The writer records three cases of undoubted hygroma 
and a fourth case which is believed to have been a hygroma 
but in which inflammation had destroyed the finer 
structure of the cyst walls. 

5. The most satisfactory explanation of the existence 
of these hygromas is that embryonic sequestrations of 
lymphatic tissue existed and that they had the power of 
persistent irregular growth. 

6. Excision is the best treatment. If this is imprac- 
ticable partial excision is the next best. 


New 


Diagnosis and Treatment of Fractures Involving the 
Knee-Joint. Joun Bapst Biaxe, Boston. Annals of 
Surgery, July, 1913. 

The five principal traumatic bone lesions involving di- 
rectly or indirectly the knee are influenced less than might 
be expected by the fact that they invade the largest joint 
in the body. 


Trauma affecting the knee-joint, if sufficient to produce 


fracture, causes fracture of patella most frequently, of 
ferum next in order, and of tibia least often; in patients 
under 20 years such trauma usually causes separation of 
the lower femoral epiphysis. 

With the exception of sepsis, the other complications 
added to fractures in this region are: a, Greater difficulty 
in maintaining position of fragments; b, greater limita- 
tion of motion after union has taken place; c, in certain 
operative cases, an added danger, that of invading a 
joint with a solid body. 

The indications for treatment are similar to those applic- 
able to other fractures except that non-absorbable materials 
should not be used within the limits of the knee-joint 
unless it is absolutely unavoidable, and the immobiliza- 
tion be practiced for a period longer than is advisable in 
fractures not involving joint cavities. 


Some Results of Further Experience With Solid Car- 
bon Dioxide. Recinatp Morton, London. The 
Lancet, June 21, 1913. 

Morton finds no advantage in the use of special ap- 
paratus for molding or holding the crayons of carbon 
dioxide snow. In nevi, carbon dioxide is easily the most 
useful and efficient agent we possess. It is not suitable for 
all, but it will give the most satisfactory result in at least 
70 per cent of cases. Some cases of cavernous nevus are 
quite unsuitable for this method and should be destroyed 
by electrolysis, but many of them are easily removed by 
carbon dioxide, and where this is possible it is the prefer- 
able method. Of capillary nevi, quite 90 per cent can be 
cured by a single application; this refers to the raised form 


with a “raw beef” appearance, and not to what is com- 
monly known as the “port-wine stain.” This latter re- 
mains the most difficult of all to deal with in any way 
that is satisfactory. A certain number of cases can be 
improved, and a very few practically cured, but no more 
than this can be claimed. In the treatment of lupus 
vulgaris carbon dioxide is not such a conspicuous success 
as would warrant our using it where other well-tried 
methods are available. Some cases have responded very 
satisfactorily to a series of freezings—not only to the 
extent of being apparently cured, but remaining so. 

The ordinary non-hairy pigmented mole responds very 
unequally and for no apparent reason. At times the result 
is gratifying to the extent of brilliancy, at others an 
almost equally brilliant failure—that is to say, though the 
immediate result may be all that is desired the pigment 
eventually returns and further applications are necessary 
to effect its permanent removal. For the hairy mole this 
method should take a secondary place. The best way is 
to remove the hairs by electrolysis. As most or all of 
the pigment cells are destroyed in the process no further 
treatment may be required. If any remain to be done 
afterwards, the carbon dioxide is very useful and helps to 
get a smooth scar that gives a finish to the work. 

In radent ulcer Morton thinks carbon dioxide has cer- 
tain advantages. If the case is one of some standing it 
is well known that both radium and the -z-rays will 
readily produce a healing over of the ulcer before the 
deeper extensions of the growth have been destroyed. 
The ulcer will not heal over effectually after carbon 
dioxide until every portion of the diseased tissue has dis- 
appeared. The most difficult cases to deal with are those 
that are of long standing and have been apparently cured 
by one of the other methods. 

With regard to trachoma, solid carbon dioxide has 
proved to be more valuable than Morton at first supposed. 
In the first series of cases the cure took considerable 
time, and did not seem to have any very distinct advantages 
over copper sulphate. Further experience has shown that 
it may be applied very energetically without risk, and a 
cure can be obtained in about one-half the usual time. 
The application is not nearly so painful as the chemical 
agents usually employed. 

Where there is only a limited number to treat and if 
thorough applications are made, this method is easily 
the best known at present. For small localised 
carcinomata carbonic acid snow is of no practical value, 
and while it has a limited value in the treatment of keloids 
the x-rays are to be preferred in nearly all cases. 

There is one use for solid carbon dioxide that does not 
seem to be as generally known as it should be: the treat- 
ment of chronic localised patches of eczema. It frequently 
happens that a few small patches remain after a more or 
less general attack; they are very irritable at times and 
very obstinate and difficult to cure. When apparently 
cured they tend to recur on the slightest provocation. If 
such a patch be treated in this way the irritation is re- 
lieved almost immediately, and does not return unless 
recurrence of the eczema takes place at some subsequent 
time. Repair sets in immediately after the first reaction, 
and if the freezing has been properly done the result is 
most gratifying. Any signs of recurrence should be 
touched with the crayon at once for a few seconds, and 
if this is persevered in something approaching a perma- 
nent cure of the. patch seems to be obtained. . This is one 
of the most satisfactory uses for solid carbon dioxide. 


The Conservative Treatment of Diabetic Gangrene of 
the Lower Extremity. DeWitr Sretren, New 
a American Medical Association, April 


Impelled by observation of the high mortality resulting 


from the usual former practice of hizgh amputation in 
diabetic gangrene, Statten has made a study of conserva- 
tive methods in the treatment of this condition. Its es- 
sential features are, he says, defective nutrition due to 
obliterating endarteritis of the large vessels of the limb 
with an excessive susceptibility to local death from the 
perverted metabolism and the greater liability to bacterial 
invasion, together with the systemic complications of the 
disease. He holds that amputation is not necessary in the 
incipiency of the gangrene and when it does become so on 
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account of the extension of the disease, a high amputation 
is by no means always indicated. He has evolved a 
method of conservative therapy based on the three fol- 
lowing principles: “1. Systemic treatment of the diabetes 
and prophylaxis against the development of dangerous 
complications, especially coma. 2. An attempt to improve 
the circulation in the extremity. 3. The treatment of the 
local infection on rational general surgical and aseptic 
principles.” Seventeen cases treated by this method dur- 
ing the past two and a half years are reported and ana- 
lyzed: eleven of the patients were cured; five died, and 
one is reporeed not improved. The average duration of 
treatment was two and_ three-quarters months. The 
causes of death in the fatal cases were pneumonia, sepsis 
and diabetic coma, either one of these alone or coma fol- 
lowing the two others. Of the eleven patients who re- 
covered, the routine treatment included in nine cases 
either no operative procedure at all, or such minor opera- 
tions as opening an abscess or removal of a gangrenous 
toe. In the other two, on account of a rapidly advancing 
gangrene, amputation of the leg at the junction of the 
upper and middle thirds had to be performed. Each of 
these patients has a useful stump and a movable knee. 
While the number is not sufficient from which to draw a 
broad general conclusion, he says that they were not se- 
lected cases and some of them were very severe and all 
of them would probably have been subjected to amputa- 
tion under the former methods of treatment. The rou- 
tine conservative treatment censisted of an antidiabetic 
regimen guided by daily examinations of the twenty-four 
hour urine, the diet being relaxed only when coma im- 
pended. Stetten has no great faith in any drugs, but he 
regularly administered sodium bicarbonate in large doses 
(not, however, sufficiently large to derange the stomach), 
and codein and morphin to relieve pain. If anesthesia 
is required for operation, chloroform should never be 
employed and ether should be used seldom if ever. Ni- 
trous oxid or nitrous-oxid-oxygen anesthesia is chosen 
instead. The attempt to improve the circulation of the 
extremities narrows itself down to the production of 
hyperemia by Bier’s method which Stetten is convinced is 
of positive value. Passive hyperemia is contraindicated. 


On general principles Stetten administers sodium or po-' 


tassium iodid for their absorbent qualities and nitro- 
glycerin as an arterial dilator. Definite directions are 
given as to local infection. There should be the strictest 
asepsis and the greatest attention to the needs of the indi- 
vidual case, antiseptics should be avoided as devitalizing, 
as well as tight bandaging, and retention of pus must not 
be permitted to occur. As regards amputation when re- 
quired, Stetten never uses an Esmarch bandage and the 
operation should be done as simply and rapidly as possible 
and with a minimum amount of traumatism. The sugges- 
tion has been made to him by Dr. Garbat that autogenous 
vaccine might hasten the separation of sloughs., The flaps 
should be relieved as far as possible from all tension and 
the. dressings loosely applied. A word is given as regards 
prophylaxis. Chiropodists should be avoided as well as 
tight shoes. Many patients date the origin of their gan- 
grene to the clumsy manipulations of a pedicure. 


Tubal Reimplantation. G. De Tarnowsxy, Chicago. 
Journal American Medical Association, April 19, 1913. 
The various methods of sterilization of the female and 
their defects are reviewed by De Tarnowsky. He de- 
scribes an operation devised and used by himself which 
he calls tubal reimplantation. He considers it indicated 
in selected pathologic conditions, such as_ tuberculosis, 
nephritis, syphilis and certain mental conditions. It is 
essentially non-mutilating and conservative. It can be 
performed only on normal tubes, but -minor pelvic lesions 
can be corrected at the same time. It can be performed 
both abdominally and by the vaginal route in multiparae, 
and by the latter route much better in virgins. The steps 
of the operation are as follows: “1. Make mediolateral 
incision 4 inches long. Open peritoneal cavity in median 
line after retracting rectus muscle and opening posterior 
sheath with scissors. 2. Grasp fundus uteri with vul- 
sellum forceps and draw it up through the incision. 
3. Amputate tubes on either side one-fourth inch from 
the uterine cornua. With a fine rat-toothed forceps or 


a probe, invaginate the distal half of each stump and 
close the lumen with two catgut sutures. This produces 
a seroserous adhesion which will effectively close the 
canals. 4. On the posterior uterine wall, make two paral- 
lel vertical incisions one inch long and one-half inch 
apart. These incisions should not be over one-fourth or 
one-fifth inch deep. With a curved forceps, burrow be- 
tween these incisions, creating a canal of sufficient size 
to contain the two tubes. 5. With the same curved for- 
ceps remaining in the new canal, grasp the opposite tube 
and draw it through the canal so that it emerges on the 
opposite side. Reintroduce the forceps from the opposite 
side and repeat the same procedure with the remaining 
tube. In the new canal the tubes should be parallel to 
each other, one lying above the other, the cut extremity 
of each tube emerging on the opposite side of the new 
canal. 6. Make a small cuff by everting the tubal mucosa 
(it is sometimes necessary to make two small incisions 
before being able to evert satisfactorily) and secure cuffs 
to the margins of the new canal by fine catgut stitches 
which also control any uterine oozing which may be 
om. Test the patency of both tubes by means of a 
ine probe. 7. Close the abdominal incision.” This opera- 
tion, he thinks, preserves the function of the ciliated 
epithelium, the tube remaining an open canal from end to 
end and draining normally if we believe in Menge’s wave. 
He believes that, while he cannot offer proof, the normal 
conditions can be restored after this operation affording 
the possibility of future pregnancy if desired, and he was 
led to evolve the above technic by the request of a patient 
for a procedure permitting restoration of fecundity, the 
other methods of tubal sterilization lacking this. He has 
performed the operation four times within the last 
eighteen months and he expects to reconstruct the tubes 
in one of the patients at a future time. Special emphasis 
is laid on two points: “first, the invagination of the tubal 
stump, thus obtaining seroserous coaptation; second, the 
eversion of the cut tube as it emerges from the tunnel on 
the posterior uterine wall, obliterating raw surfaces which 
would invite the formation of adhesions. The ultimate 
success of the operation depends, in a large measure, on 
the careful observance of these two points.” : 


A New and Simple Treatment for Traumatic Subdel- 
toid B . M. Firnt, New Haven. Journal 
American Medical Association, April 19, 1913. 

Flint discusses the traumatic bursitis of the shoulder 
joint which, he says, has been heretofore treated in its 
acute stage 4 immobilizing the joint to prevent further 
traumatism. The method of treatment which he sug- 
gests and of which he reports the results in his experi- 
ence is aspiration of the joint. This method was first 
used by him in a case of metastatic bursitis in empyema 
from acute osteomyelitis of the femur. Aspiration of the 
bursa yielded pus and the diagnosis was confirmed by 
operation. Two cases of subdeltoid bursitis following in- 
jury are reported in which aspiration afforded complete 
and prompt relief. In the promptness of its results the 
effect of the aspiration can be compared only to that in 
a ganglion or weeping sinew. There may have been more 
severe cases, Flint says, in which frequently more re- 
peated aspiration would be required, and it is particularly 
desirable to know how the method would apply to chronic 
cases. It may prove that radical excision of the bursa 
according to the method Baer or the treatment of Codman 
would be best in these cases. “The method of aspiration 
which we employed is shown in the accompanying dia- 
gram. A Luer syringe is partly filled with about 1 c.c. of 
sterile cocain or novocain solution. The latter is injected 
into the skin and ahead of the needle as it passes through 
the deltoid. The needle is pointed roughly parallel to the 
clavicle and directed toward the bursa lying just over the 
bicipital groove. The point of entrance is about 2 cm. 
below the level of the acromion process. As the point of 
the maximum tenderness lies directly over the bursa, this 
will prove perhaps the best guide for the needle, for it 
is just at this point that fluid was obtained in my cases. 
After the aspiration, it may be well to fix the joint in a 
velpeau bandage for a few days. This was not done in 
the two cases reported, as Flint wished to observe the 
effects of the aspiration directly. 
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